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A new treatment for 


threadworm infestation 


‘Entacyl’ (piperazine adipate tablets), has been found to be particularly 
effective in the eradication of threadworm infestation. Its action is rapid. 
Its taste is pleasant. Its administration is not accompanied by nausea or 
other side effects even in very young children. Complete eradication is 
obtainable without the use of an enema. 


DOSAGE: I tablet per year of life per day up to the age of six years. Over six years of age 
2 tablets three times a day. This dosage should be administered for one week. 


Pads of instruction leaflets intended to be handed to patients 
undergoing treatment with Entacyl are available on request. 


‘ENTACYL = 


Tablets containing Piperazine Adipate 300 mg. 


(Brit. Pat. Appn. No, 29123/53) 


Basic N.H.S. prices: Fully descriptive literature and specimen 
Bottles of 25 at 3/- and 100 at 10/- packings are available on request. 


Medical Department 


BRITISH DRUG HOUSES LTD. LONDON N.I 
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The Unique Lacing 
Adjustment 


—originated by CAMP—ensures vernier”’ 
precision in achieving the 
precise degree of support prescribed. 


Illustrated Reference Book free on request. 


CAMP ANATOMICAL SUPPORTS 


S. H. CAMP & COMPANY LTD., 
19 HANOVER SQUARE, LONDON, W.1I. MAYfair 8575 (4 lines) 


Retrobulbar Neuritis BURSON: 


Surgical Stockings 


Fwsio2s 


The syndrome with which nutri- 


tional retrobulbar neuritis is associated 
; has been reported from various tropical Sp ecify B urson fe or 
territories for a number of years, and it Two-Way Stretch 
was frequently encountered amongst 


prisoners of war in the Far East. 


one * Uniform tension, easily adjustable 
It has been suggested that the * Stren of test strai 
best method of treatment includes the 
administration of the entire vitamin B % Lightness and coolness for comfort 
complex. Marmite has been found to * Expert fashioning for exact fitting 
arrest the condition and to cure cases i } 

where irreversible changes have not Burson Elastic Stockings are made from the finest 


already occurred. Spectacular results 
have been achieved with Marmite ; it is 
possible that the effective factor may 
not necessarily be a known vitamin, but 
may be some unidentified substance that 
is present in Marmite. 


MARMITE 


yeast extract 
Literature on 
Obtainable from Chemists and Grocers 
Special terms for packs for hospitals, welfare centres and schools. 
THE MARMITE FOOD EXTRACT CO,, LTD,, 


35, Seething Lane, London, E.C.3 


‘ Lastex’ yarn to give them a special two-way 
stretch. And the complete size range of Burson 


Hosiery ensures a perfect fitting in every case. 
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MAGSORBENT 


(brand of magnesium trisilicate B.P.) Powder and Tablets 


the original antacid with a follow-through 


action which persists after the dose has been taken 


All the products of Kaylene (Chemicals) Limited are in Category 2 
or Category 4 in the Ministry of Health’s Classified List, 


and are prescribable on Form E.C.10. 


Samples and literature on request. 


KAYLENE (CHEMICALS) LIMITED 


WATERLOO ROAD, LONDON, N.W.2 


Armo-Nestrol and 


ARMO-N(ESTROL 
Forte Tablets 


combining 
Dienestrol and Phenobarbitone Indicated in 
Dysmenorrhea and Menopausal Disorders 


® Write for Literature and samples :— 


- THE ARMOUR LABORATORIES 


Telephone ; Telegrams : (ARMOUR & COMPANY LTO.) 
HAMPDEN PARK ARMOLAB 


740 acamequees HAMPDEN PARK, EASTBOURNE, SUSSEX 
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Modern Treatm 


FUNGOUS SKIN INFECTIONS 


It is now firmly established that the skin protects itself against infection by its “ acid == \' 
mantle.” Experiments have proved that the higher fatty acids are extremely effective 
fungicides which do not produce contact dermatitis. 


Decilderm Ointment and Powder (Duncan) present the particularly effective fatty acid, 
undecylenic acid, and its zinc salt. Both preparations are pleasantly perfumed and are 
easy to apply. They can be used for long periods, if necessary, and are valuable for 
the treatment of tinea pedis (athlete’s foot), tinea cruris (dhobi itch), moniliasis, etc. 


DECILDERM OINTMENT (Duncan) 
1 oz. tubes (Undecylenic acid 5°/,—zine salt 20%) 


DECILDERM POWDER (Duncan) 
2 oz. sprinklers (Undecylenic acid 2°%—zinc salt 20%) 
Prices and literature on request 


DUNCAN, FLOCKHART «CO. LTD, 


EDINBURGH LONDON 


A CENTURY OF PROGRESS 


application of heat to arthripax 
relieve rheumatic pain’ tablets & cream 


New sate and effective dual rheumatic therapy 
arthripar .... arthripat 


penetrates deeply, carrying Salicylate-charged blood into the analgesic—spasmolytic—antiphlogistic, offers effective 


area of inftemmation, so relieving pain and spasm. systemic therapy, with minimal incidence of side-effects. 
formu’ formula 

GLYCOL SALICYLATE 7.50% EPHEDRINE HYDROCHLOR 0.50% Son ~ 

BENZYL SALICYLATE 730%) MENTHOL 
cost basic N.H.S. 1 oz. 1/5 plus Sd P.T. cost basic N.H.S. 50 tabs. 3/4 plus 10d P.T. 


arthripax cream and tablets are freely prescribable on E.C.10. 
Professional samples and literature on request. 


CLINICAL PRODUCTS LIMITED + RICHMOND - SURREY 
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ST. DUNSTAN’S CLOCK, 
On the wall of St. Dunstan- 


minutes ever yr teed It 
was also the first clock to 
have two dials. It was mad: 
in 1671. 


CLOCKWORK REGULARITY 

Normal bowel action is a fine thing to possess. It is, 
perhaps, the most sought after talisman against ill-health 
in the world. No wonder, then, if its temporary sus- 
pension leads from a mild despondency even to black 
despair. But in such a crisis panic measures are to be 
avoided—the taking of harsh purgatives eschewed. 

Success in the restoration of the much-cherished habit lies in the regular 
persuasive stimulus of soft bulk—such as is provided by ‘ PETROLAGAR.’ 
Gently and unobtrusively, ‘ PETROLAGAR’ arranges for normal physio- 
logical evacuations and secures the return of ‘ clockwork regularity.’ 


‘PETROLAGAR’ 


Trade Mark 
ON JOHN WYETH & BROTHER LTD., Clifton House, Euston Road, N.W.1 EMULSION 


Al new route 


Insufflations 


Crystalline Vitamin 


y in a specially prepared 
snuff base for 
administration by 
pernicious anamia patients in relapse have been adequately 
RS. nasal insufflation treated by inhalation crystalline B,,’’. (1) 
Apo “an effective form of treatment, the doses required are of the 
came order as those given by the intramuscular route”. (2) 
(1) Amer: J. Med. Sei, 19 $3, 225, 113. 
(2) Lancet, 1954, 6807, 341. 
Literature and samples on request. 


- PAINES & BYRNE LTD., PABYRN LABORATORIES, GREENFORD, ENGLAND 
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The natural vitamin E avail- 
able only since 1948 must 
not be confused with the wheat germ oil 
in use before that date with its limitations 
as to potency and stability. 


The natural vitamin E of today com- 
prises a concentrate distilled from the 
oils of cottonseed, palm, soya bean, etc. 


The standard laid down by the League 
of Nations is that 1 international unit 


= 1 mgm. of d.l. alpha tocopheryl acetate. 


Alpha tocopherol (Vitamin E) for 
CARDIOVASCULAR-RENAL DISEASES 


The VITA-E Gelucap (75 i.u.) heads 
the list of brands approved by the 
Vitamin E Society and is that recom- 
mended by the Shute Foundation for 
Medical Research and used with such 


conspicuous success at the Shute 


Institute. 


LITERATURE ON REQUEST 
Sole Manufacturers : 


THE BIOGLAN LABORATORIES LTD. 
HERTFORD, HERTS, ENGLAND. 


Specialists in Hormones and Vitamins 


SANCTIONED ON N.H.S. PRESCRIPTIONS (FORM E.C.10) 


EPHAZONE 
tablets 


The rational, symptomatic remedy 
for bronchial spasm in 


ASTHMA & BRONCHITIS 


Containing in each tablet: Ephedrine } grain, Theobromine 3} grain, 
Phenazone I grain, Calcium gluconate } grain 
This preparation is not advertised to the general public. Please write for 
descriptive leaflet and sample to the manufacturers : 


EPHAZONE LTD. 59 sroox st. tonvon wi TEL: MAYFAIR 5496 
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Aspirin tolerance 


Difficulties attending the administration 
of aspirin in large doses over prolonged 
periods are now largely overcome. 


Heavy aspirin dosage is possible without 
the development of gastric and systemic 
disturbances when the analgesic is given in 
the form of Solprin tablets, which provide 
calcium aspirin unassociated with decom- 


position products in palatable solution. 


Both aspirin and calcium aspirin, as generally prepared, have 
chemical and physical disadvantages. Aspirin is acid and spar- 
ingly soluble: calcium aspirin is unstable and unpalatable. 

Solprin’ overcomes the disadvantages combining the advan- 
tages—of both. ‘Solprin’ is substantially neutral. It does 
not decompose during manufacture or storage. Like aspirin 
it is analgesic, sedative, antipyretic and anti-rheumatic: 
like pure calcium aspirin it is soluble and bland. 

In all but cases of extreme hypersensitivity, extensive 
clinical trials with ‘ Solprin’ show just such gratifying results 
as might be expected of so remarkable a combination of proper- 
ties. Upon the importance of such results there is no need 
to insist. 


SOLPRIN 


Stable, soluble, palatable calcium aspirin 


Solprin is not advertised to the public and is available only on prescription (U.K. and 
Northern Ireland only). 


RECKITT & COLMAN LTD., HULL AND LONDON (PHARMACEUTICAL DEPT., HULL) 
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erpina 


Standardised 4 mg total alkaloids of 
Rauwolfia serpentina (Benth) per tablet. 


A reliable HYPOTENSIVE agent of 
precise therapeutic value. 


Uniformity of action controlled by 
biological and chemical assay. 


The pioneer product endorsed by over 
twenty years of clinical observation, 
research and experiment. 


Literature and samples on request. 


* 
‘Rivadesein’ in Europe. 


THE HIMALAYA DRUG CO. 
251, Hornby Road, Bombay 1, India. 
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G Gypsona bandages 


are needed for 


this LEG CAST 


GYPSONA IS RECOGNISED as the most economical 
plaster of Paris bandage on account of its 
exceptionally high plaster content. Moreover, 
every bandage is uniform and it is possible to 
determine beforehand how many are required 
for a particular cast. 

This leg cast was constructed with three 
6” x 3 yds. and three 4” x 3 yds. Gypsona 
bandages. Two 6" bandages were made into a 
slab and laid down the back of the leg and 


under the sole. The cast was completed with 
the third 6” bandage encircling the top of the 


cast and the three 4” bandages around the 
calf, ankle and foot. 


Gypsona 


TRADE MARK 


PLASTER OF PARIS BANDAGES 


MADE IN ENGLAND BY T. J. SMITH & NEPHEW LIMITED, HULL 
for their marketing organisation SMITH & NEPHEW LTD * WELWYN GARDEN CITY * HERTS 
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-— CHEMOTHERAPY OF TUBERCULOSIS ~~ 
The concurrent use of PAS salts 
ma is now fully recognized as a major therapeutic measure 


against all forms of tuberculosis. 


Aminacyl PAS Salts\ 


BRAND 


‘Aminacyl’ PAS products, with the exception of the 
Granulate (Ca PAS only), are available as either Sodium 
PAS B.P. or as the Calcium Salt. 


They include whatever commonly used forms may be 
prescribed in terms of physicians’ choice and patients’ 


preference— 
PACKS: Cachet 1.5 100’s 500’s 
80’s 400’s 
Dragées 0.5 g (plain)... 250's 1,000's 
0.75 g. (enteric-coated) .... 250’s 1,000’s 
Bulk Powder lkg. 


Granulate (Ca PAS)......... 


This new modification of PAS has the advantage of providing 
therapeutic effect comparable with that of Na and Ca PAS, 


but with smaller dosage. Furthermore, it is completely non- 
toxic, and is almost completely tasteless. 


PACKS: ‘Aminacyl’ Ca B-PAS Powder: Tins of 150 and 500 
a envelopes each 3.5 g. 


‘Aminacyl’ Ca B-PAS Cachets: Tins of 80 and 400 x 1 g. 


‘Aminacyl’ Sodium B-PAS Cachets are also available in 
tins of 80 and 400 x 1.5 g. 


‘Pasinal combined PAS/INAH Cachets 


BRAND 


for convenient prescription of PAS and Isoniazid concurrently 
‘PASINAH’ Cachets each contain 1.5 g. Na PAS (Sodium 
p-Aminosalicylate B.P.) and 17 mg. Isonicotinic Hydrazide. 


PACKS, Standard Tins of 100 and 500. Details of institutional 
quantities on request. 


Further information from the Medical Dept. 
Be A. WANDER LIMITED 
42 Upper Grosvenor St., London W.1. Phone: GROsvenor 3931, 


CANADA: A. Wander Ltd., Peterborough, Ontario. AUSTRALIA: A. Wander iM. , Devonport, Tasmania. 
NEW ZEALAN D: A Wander Ltd., Christchurch. INDIA dia) Ltd., 16 Bank Street, 


Bombay. PARISTAN: Grahams Trading C ie (Pakistan) a, P PO. Bo q tas CEYLON: A. Baur 


Co. Ltd., Colombo. 
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IRON AND STANDARDISED VITAMINS 


NE TA 


NATURAL 
VITAMIN 


COMPLEX 


ADVANTAGES Ferrapcex B, by combining adequate iron dosage 


with standardised vitamin content, provides a comprehensive and efficient 
hematinic compound for routine use, particularly in pregnant and under- 


nourished women, in adolescence, in hemorrhagic conditions and in the 


debility of advancing age. 


* In recent years it has been shown that simultaneous administration of 
vitamin C and the B complex group together with iron gives much better 
results in hypochromic anemias. The natural vitamin B complex used 


in FERRAPLEX B is a concentrate prepared from 
brewers’ yeast. 


* The comprehensive “one tablet” formula, the 
standardised vitamin potency and the reasonable 
price of FERRAPLEX B entirely conform with current 
economic requirements. 


PACKINGS AND PRICES. 
FERRAPLEX B tablets are available in bottles of 50 at 5/3d.and 
250 at 23/3d. Retail prices subject to Professional discounts. 


FERRAPLEX 8 


is manufactured in the laboratories of 


C. L. BENCARD LTD 


PARK ROYAL . LONDON 


COMPOSITION 


The average daily dose of six FERRAPLEX B 
tablets contains :— 


Aneurine hydrochloride (B;) 

Riboflavine (B,) 

Nicotinamide 

pantothenic acid, pyridoxine, and folic 
acid, choline, inositol, biotin, para- 
aminobenzoic acid and other naturally 
occurring factors of the vitamin B complex, 


+ N.W.10 


Cu WW 
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) 
FERROUS SULPHATE ..........1 gramme 
COPPER CARBONATE mg. 
ASCORBIC ACID (Vitamin C)......50 mg. 
NATURAL VITAMIN B | 
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The low mental state which frequently accompanies the extreme irritation 
of pruritus presents a difficult problem for the physician. In the 
majority of cases the condition is eclieved by regular application of 
EURAX, an odourless, non-greasy cream containing 10% crotonyl- 
N-ethyl-o-toluidide. EURAX possesses an extremely low sensitizing 
index and its activity is not diminished even after prolonged use. 
EURAX is available in 1 and 4 oz. tubes and in 1 |b. jars. 


ANTIPRURITIC CREAM 
Prescribable on N.H.S. form E.C.10. 


PHARMACEUTICAL LABORATORIES GEIGY LTD. 
Rhodes, Middleton, MANCHESTER 


PH. &2 


AN EXTREME IRRITATION... 
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THEODROX provides a dependable method of oral administration of aminophylline 
imini tion. 

Previous investigations have shown that good response is obtained from aminophylline © 
only if a certain concentration of the active component, theophylline, is attained in the 
blood. Because gastric irritation prevents giving oral doses large enough to produce 


this necessary blood level, the only dependable way of obtaining this end has been to 
resort to parenteral aminophylline. , 


Now there is clinical proof that when aminophylline is combined with a specially 
prepared, aluminium hydroxide, the stumbling block of gastric irritation can be 
virtually eliminated, and massive oral doses can be tolerated to produce “consistent 
blood levels comparable to those obtained by parenteral administration. *(1) *(2). 
Theodrox is supplied in containers of 25, 100 and 1,000, tablets, each tablet containing 
Aminophylline B.P., 3 gr. and Aluminium Hydroxide Gel, Dried, B.P.C., 4 gr. 
Theodrox is also available as Theodrox with Phenobarbitone, each tablet containing in 
addition } gr. of Phenobarbitone B.P. 


REFERENCES 
* (1) Studies with Two New Theophylline Preparations, Amer. ¥. Med. Sci., 224: 627, 1952. 
* (2) A New Approach to Increasing Tolerance to Oral Aminophylline, Postgrad Med. 


13: 432, May, 1953. Abstracted; Practitioner, 171: 328, Sept., 1953. 
British ee Application No. 32742/52. 


THEODROX is a trade mark_.of 


RIKER LABORATORIES LTD. LOUGHBOROUGH, LEIS. 


Detailed literature gladly sent on request. 


of administer/ng— | | 
| MINOPHYLLINE | 
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in quick time... 


To those suffering from skin diseases 
there is new hope of speedy recovery. 


Many inflammatory conditions that were 


previously intractable yield quickly 

to Chloromycetin. 

For topical application Chloromycetin 

is available in the form of a smooth, non-irritating 
cream giving a high local concentration. 

It is also of great value as a routine 


minor wound dressing. 


CHLOROMYCETIN G2cam 


@ Chloromycetin Cream, 1 per cent, is available 
in collapsible 1 ounce tubes. 


ty) Parke, DaviS & COMPANY, LTD. (inc.Us.4) HOUNSLOW, MIDDLESEX. Tel: Hounslow 2361 
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Since the original synthesis of ‘ Amytal,’ nearly thirty years ago, the House of 
Lilly has been closely associated with the further development of the barbiturates. 
Today, as a result of the progress achieved in this field of research, the physician 
has an extensive range of barbiturates from which to choose and can select the 
drug especially suited to his needs. 9 


For fairly prolonged hypnosis and day-time sedation 
TRADE 6 AMYTAL? sraxo AMYLOBARBITONE in strengths of gr. 4, gr. }, 
er. gr. 3, gr. 


For medium onset and duration, and especially in the neuroses 


§ SODIUM AMYTAL? SODIUM AMYLOBARBITONE in strengths 
of gr. 1 (sedative) and gr. 3 (hypnotic). Also in Ampoules 0°125 Gm., 
0:25 Gm., 0°5 Gm. and 1:0 Gm. 


For rapid onset and short duration ; suited for simple insomnia and 
asa 


TRADE SECONAL SODIUM’ QUINALBARBITONE SODIUM in strengths 
of gr. } (sedative) and gr. 1} (hypnotic) 


To combine rapid onset- with a more prolonged action 
TRAPE 6 TUINAL” SODIUM AMYLOBARBITONE with QUINALBARBITONE 
SODIUM in strengths of gr. 1} (sedative) and gr. 3 (hypnotic) 


EL! LILLY AND COMPANY LIMITED 
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when 


you suspect 
antibiotic 
hyper- 


sensitivity 


always consider ERYTHROCI N 


(Erythromycin Abbott, Crystalline) 

Orally effective against staphylococci, streptococci and Abbott’ 5 
pneumococci—also especially indicated when patients are 

allergic to penicillin and other antibiotics or when the 
organism is resistant. A drug of choice against staphylococci 
—because of the high incidence of staphylococcal resistance 
to other antibiotics. A drug of choice because it does not 
materially alter normal intestinal flora ; gastrointestinal 
disturbances rare; no serious side effects reported. 
Advantageous because the special acid-resistant coating 
developed by Abbott — and Abbott’s built-in disintegrator 
— assure rapid dispersal and absorption in the upper intes- 
tinal tract. Erythrocin is indicated in pharyngitis, tonsillitis, 
scarlet fever, pneumonia, erysipelas, osteomyelitis, pyoderma 
and other conditions. Supplies of 0.1 gm. Erythrocin tablets 
are available in bottles of 25 and 100. 


for little patients 

Paediatric. Erythrocin 
Tasty-Stable-Ready mixed in 60 c;c. (2 fluid 
oz.) bottles. 100 mg. per 5 c.c, teaspoonful. 


selective 
antibiotic 


Abbott Laboratories Ltd- Perivale - Greenford + Middlesex 
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Extended range ot A.B. Insulins 


Whether the individual requirements of the diabetic 
patient call for prompt action or prolonged effect, 
confident control of carbohydrate metabolism can be 
achieved with one of the extended range of A.B. Insulins. 


INSULIN A.B. The original unmodified type. Immediately effective 
but acting for a relatively short time. 


5 and 10 c.c. vials (20, 40 and 80 units per c.c.) 


‘GLOBIN INSULIN (with zinc) A.B. A combination of insulin and 
globin which has a slower and more prolonged action than 
Insulin A.B. 


5 c.c. vials (40 and 80 units per c.c.) 


PROTAMINE ZINC INSULIN A.B. A suspension of insulin pre- 
cipitated by protamine which is absorbed slowly, thus delaying 


the initial action and prolonging the effect for 12 hours 
and upwards. 

5 c.c. vials (40 and 80 units per c.c.) 

10 c.c. vials (40 units per c.c.) 


. INSULIN ZINC SUSPENSION A.B. 
10 c.c. vials (40 and 80 units per c.c.) 
Duration of action—24 hours. 


INSULIN ZINC SUSPENSION (Amorphous) A.B. 
10 c.c. vials (40 and 80 units per c.c.) 
Duration of action—about 12 hours. 


INSULIN ZINC SUSPENSION (Crystalline) A.B. 


10 c.c. vials (40 and 80 units per c.c.) 
Duration of action—up to 36 hours. 


A.B.Insulins 


Joint Licensees and Manufacturers 


ALLEN & HANBURYS LTD - THE BRITISH DRUG HOUSES LTD 
LONDON E.2 LONDON N.1 


| 
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Nulacin 


CLINICAL STUDIES IN THREE CONTINENTS 


LINICAL STUDIES On the use of NULACIN tablets in the 
control of gastric acidity were reported in 1952.* 
Now, further clinical studies, recently published in 
Australia, the United States, and Great Britain,t confirm 
the value of NULACIN. 


INDICATIONS 
NUuLACIN tablets are indicated whenever neutralization of the 
gastric contents is required:—in active and quiescent peptic 
ulcer, gastritis, gastric hyperacidity. 

NUuLAcin provides control of gastric acidity comparable with 
that obtained with intragastric milk alkali drip therapy and is a 
most convenient and effective form of treatment for bed and 
ambulatory patients. 

DOSAGE: Beginning half-an-hour after food, a NULACIN tab- 
let should be placed in the mouth and allowed to dissolve slowly. 

During the stage of ulcer activity, up to three tablets an hour w 2s 24 af 3 
may be required. For follow-up treatment, the suggested dosage 
is one or two tablets between meals. 

NULACIN tablets are not advertised to the public and have no 
B.P. equivalent. May be prescribed on E.C.10. The dispensing 


pack of 25 tablets is free of Purchase Tax. (Price to pharmacists 
... 2/-.) Also available in tubes of 12. 


NULACIN tablets are prepared from whole milk combined with 
dextrins and maltose, and incorporate Magnesium Trisilicate 
3.5 grs.; Magnesium Oxide 2.0 grs.; Calcium Carbonate 2.0 grs. ; 

Magnesium Carbonate 0.5 grs.; Ol Menth. Pip. q. s. Sepntieddtinatinattesdudetdane of 


BIBLIOGRAPHY: 


—< 


*The Control of Gastric Acidity, 26th July, 1952, Brit. ee 22 area 
Med. J., 180-182 


ii" 
+Medical Treatment of Peptic Ulcer, 27th February, 1952, 


Med. Press, 195-199 

tThe Effect on Gastric Acidity of “Nulacin” Tablets, 
28th November, 1953, Med. J. Aust., 823-824 

tControl of Gastric Acidity by a New Way of Antacid 
Administration, (1953), J. Lab. Clin, Med. 42:955 i j 
+Further Studies on the Reduction of Gastric Acidity, dL 
23rd January, 1954, Brit. Med. J., 183-184 \ | 

\ 


— 
NULACIN is available from Horlicks in 
U.K. » U.S.A. + CANADA - AUSTRALIA - NEW ZEALAND Same patients as in Fig. 1, two days later, showing 
CEYLON + MALAYA + INDIA the striking neutralizing effect of sucking Nulacin 
and is also distributed in most.other countries tablets (3 an hour). Note the return of acidity 
throughout the world. when Nulacin is discontinued. 


4) HORLICKS LIMITED, Pharmaceutical Division, Slough, Bucks. 
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Penicillin 
to meet the needs of 


General Practice 


by mouth 
Permapen’ 
tablets 


STABLE—TASTELESS—ECONOMICAL 


Pack of 18 foil 
wrapped scored 
tablets each 
200,000 units 


for chil adrem and the elderly 


Permapen’ 
oral suspension 


PLEASANT TO TAKE — _~ READY PREPARED 


Bottles 60 ml.— 
300,000 units 
per large tea- 
spoonful 


by injection 
Permapen 
Plus’ 


FOR RAPID, PERSISTENT AND SUSTAINED ACTION 


Single dose 
vials containing 
600,000 units 


— (Pfizer) — Wait: Pargest Producer of Antibiotics 
VITAMIN-MINERAL FORMULATIONS 


HORMONES 


Full literature is available and will be supplied on request 


*Trade Marks 


PFIZER LTD FOLKESTONE KENT tel: Folkestone 51771 
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IMPROVEMENT 
OF BLOOD SUPPLY 


is the basis of treatment in 


MUSCULAR RHEUMATISM 
FIBROSITIS 


TRAFURIL CREAM 


produces 
RAPID AND PROLONGED 
INCREASE IN LOCAL BLOOD SUPPLY 


The soothing warmth 
reduces pain and promotes healing 


Non-irritant - Non-greasy - Odourless 
Economical 


Tube of 20 g. Jar of 1 lb. 


CIBA 


*Trafuril’ is @ registered trade mark denoting the tetrahydrofurfuryl ester of nicotinic acid : 
Reg. user 


CIBA LABORATORIES LIMITED 
HORSHAM - ENGLAND 
Telephone : Horsham 1234 Telegrams : Cibalabs, Horsham 
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WEDIU AF RD’ No 2 


STERILIZED 
SURGICAL SUTURE 


(Catgut), 
MEDIUM HARD No. 2 


12 
tubes. Each tube contains “pproximately Sft 


Ministry of Health Licence No. 6B 
Therapeutic Sulntancex Regulations 1931/7 
HEAT STERILIZED 


Exterior sterilized by immer, 
of tube may be by sion im cold germicidal solution 
DO NOT ROL 


ALLEN @& HAN 
RYS LTD. 


* WICMORE STREET LONDON. wa 


STERILON CATGUT 
has the NEW SEMI-MATT ¥INISH 
to MINIMISE KNOT-SLIP. 


STERILON CATGUT 
IS UNAFFECTED BY AGE OR CLIMATE. 


ALLEN & HANBURYS LTD LONDON E2 
Makers of Quality Instruments ; 
SHOWROOMS: 48 WIGMORE STREET LONDON W1 


For the MEW SEMI-MATT FINISH | 
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Back to work sooner after 


' It is now generally recognised that one of the principal virtues of Aureomycin 
is the material reduction in the period of hospitalisation, disability and 
convalescence which results from its use. This means a substantial saving in 
time and cost of treatment and enables the patient to return to a normal 
routine all the sooner. True economy can be effected with Aureomycin 

whenever antibiotic therapy is called for. 
CAPSULES NASAL SOLUBLE TABLETS 
com 
DENTAL PASTE OPHTHALMIC TROCHES 
INTRAVENOUS OTIC VAGINAL POWDER 


Poteney ° Safety Economy 


Detailed literature on request 
LEDERLE LABORATORIES DIVISION 


Cyanateid Poducte Lid 


FOR LEADERSHIP BUSH HOUSE - ALDWYCH * LONDON, W.C.2 ° TEMPLE BAR 5411 
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Me SEN 


ill 


Antihistamines for old and young 


When the contents of Pandora’s Box were released, Hope alone remained. To the 
patient of allergic diathesis, threatened by a veritable Pandora’s Box of ills, the 
antihistamines ‘ Histantin’ and ‘ Actidil’ represent far more than hope. 
For adults ‘Histantin’ is the product of choice, Biving prolonged relief with a 
minimum of side-effects. 
The new quick-acting antihistamine, ‘ Actidil ’, exerts its effect for about 12 hours 
and is also notable for low incidence of side-effects. ‘ Actidil’ Elixir has been 
specially formulated and clinically tried for the treatment of allergic conditions in 
children. 

*HISTANTIN ’, 50 mgm., is issued in bottles of 25, 100 and 500 at 

list prices (subject to usual discount) of 6/6, 24/6, 110/-. 

* ACTIDIL’ compressed products of 2:5 mgm. in bottles of 25 and 500 

at list prices (subject) of 6/6 plus 1/3 P.T. and 110/- plus 20/74 P.T. 


* ACTIDIL’ ELIXIR in bottles of 20 fluid ounces, for dispensing, at 
a list price (subject) of 15/- plus 2/10 P.T. 


al BURROUGHS WELLCOME & CO. (The Wellcome Foundation Ltd. LONDON 
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NEW STRIDES 


IN STREPTOMYCIN 


THERAPY 


Two injections READY-TO-USE 


STABILISED INJECTION OF DIMYCIN 

contains equal parts of streptomycin and 
dihydrostreptomycin sulphates in solution. 

For all practical purposes, these antibiotics have 
the same therapeutic effect. Thus Dimycin, with its 
content divided equally between the two 
antibiotics, permits the dosage of each to be 
halved—a positive means of reducing the risk of 
neurotoxicity in long-term streptomycin therapy. 
Vials, 1 gram (in 3 cc.), box of 10. 
5 gram (in 15 cc.), box of 10. 


STABILISED INJECTION OF 
STREPTOMYCIN SULPHATE Giaxo 
is a convenient, ready-to-use solution in 
two potencies—1 gram streptomycin base in 
2 ce. or 3 cc.: 1 gram and 5 gram vials in boxes of 10. 


GLAXO LABORATORIES LIMITED, GREENFORD, MIDDLESEX BYRon 3434 \/7 
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GIANT LESSER-CURVE GASTRIC ULCERS 


DENYS JENNINGS 
B.M. Oxfd, D.M.R.E. 


RESEARCH FELLOW IN GASTRO- ASSISTANT DIRECTOR, 
ENTEROLOGY, MEDICAL UNIT SURGICAL UNIT 


LONDON HOSPITAL 


GASTRIC ulcers often produce unusual symptoms and 
the diagnosis is not suspected. With giant ulcers the 
symptoms are almost invariably atypical and the risk of 
misdiagnosis and mistreatment is great. The 17 consecu- 
tive cases reported here show the commoner mistakes. A 
further reason for studying giant ulcers is that they repre- 
sent the extreme case, where factors which determine 
whether an ulcer heals or grows bigger are most likely to 
show themselves. 

Selection of Cases 


A giant ulcer is arbitrarily defined as one whose 
smallest diameter in the radiograph is greater than 3 cm. 
(Ledoux-Lebard et al. 1945, Lumsden 1950). The word 
‘* gmallest’’ is emphasised. The ulcer must have a 
diameter of 3 cm. in the unstretched stomach. Ulcers 
are less rigid than is commonly supposed, and their 
apparent size and shape are partly controlled by the 
radiologist. In the empty stomach or after a mouthful 
of barium the vertical diameter of the ulcer, which the 
radiograph shows, is shorter than the transverse one at 
right-angles to the lesser curve—i.e., the area of the 
crater is greater than the radiograph suggests. The 
opposite is true after a tumblerful of barium ; the vertical 
diameter of the ulcer is stretched more than the hori- 
zontal one, and hence the radiograph exaggerates the 
apparent area. In 5 cases in this series no radiographs 
were available, so the ulcers had to be measured either 
on gastrectomy or at necropsy. 

The term “‘ lesser curve’’ is used loosely in its radio- 
logical sense. A lesser-curve ulcer is one on the vertical 
limb of the stomach, which can be brought into profile 
by rotating the patient. Anatomically these ulcers lie 
mainly on the posterior wall. This definition excludes 
antral ulcers in the horizontal part of the stomach. 

At the London Hospital the medical and surgical units 
have a combined peptic-ulcer clinic, which works in close 
association with Dr. A. E. Clark-Kennedy’s outpatient 
clinic. All patients with giant lesser-curve ulcers, as 
defined above, who were referred to these two clinics for 
an opinion or for treatment between January, 1948, and 
April, 1953, are included. Apart from the arbitrary 
definitions there has been no further selection. In some 
patients the social background is sketched because in 
our experience there is increasing evidence that the 
natural history of gastric ulcers (as opposed to duodenal 
ulcers) depends mainly on social circumstances and 
mode of life. 

Of the 17 cases in this series 10 presented with giant 
simple ulcers, 6 with a smaller ulcer which became a 
giant ulcer during a relapse, and 1 with a giant carcino- 
matous ulcer. 


Patients Presenting with Giant Simple Ulcer 
2 patients in this group presented with a hzmorrhage. 


7 of the remaining 8 were diagnosed at first as inoperable 
carcinoma, and in 3 cases this had serious consequences. 


Case 1 (L.H. record no. 40117/48).—A married woman was 
sent by her doctor to the radiotherapy department as a case 
of carcinoma and was admitted to a medical ward on Jan. 22, 
1948, with the provisional diagnosis of carcinoma of the 
stomach. 

Background.—She was an only child, born in 1884. Up to 
the age of 15 she was nervous and stuttered badly. From 
1900 to 1921 she lived at home but went out to work as a 
typist. Her mother was a nervous woman who had some 
sort of breakdown during the 1914-18 war, and after her death 


6834 
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in 1921 from ‘ gastric ulceration and a bad heart ”’ the patient 
stayed at home to look after her father. When he died, the 
house was left in trust for her. In 1934, at the age of 50, she 
married. Her general health was fair ; there was no history of 
excessive alcohol or smoking, and there was no chronic cough. 
Menstruation began at the age of 14, and after the last period 
at the age of 39 there was no further trouble. No note was made 
about aperients. 

Course of Illness.—Indigestion began about 1905, when she 
was 21. According to her recollection she passed a lot of wind 
rectally, as well as orally, and was told that she had “‘ nervous 
dyspepsia.”” From then on, all through her life, she was liable 
to occasional “ days of discomfort,’ but there were no well- 
defined attacks and remissions to justify the retrospect diag- 
nosis of an ulcer. In 1946 there was a more serious attack of 
lower abdominal pain and she was admitted to the local 
hospital where a barium enema showed a normal colon. In 
December, 1947, after a long free interval, there was a second 
bad attack and she was admitted to a nursing-home. <A 
barium enema was again negative, and shortly after this she 
was admitted to the London Hospital. 

Her pain was upper abdominal, at a varying interval after 
meals, and accompanied by much wind and severe constipa- 
tion ; occasionally it radiated through to the back. Relief 
was obtained with aspirin, hot-water bottles, and soda-water, 
and by lying down in particular attitudes. When first exam- 
ined she had been given morphine. She was wasted, and her 
hemoglobin was 30% (100% =14-8 g. per 100 ml.). The night 
after admission there was 4 small hemorrhage, and she was 
transfused. A fortnight later she was still too weak to stand, 
and the barium meal was unsatisfactory ; there appeared 
to be a simple ulcer of the mid-lesser curve with an exag- 
gerated stellate deformity of the fold pattern. Gastroscopy 
was considered adequate, but no ulcer was 
seen. Ten days later on X-raying, there 
was a large pool of barium between two 


hour-glass narrowings (fig. 1). Palpation 
and compression were impossible because 


the patient was very tender and could 
not stand. Since it seemed inconceivable 
that an ulcer of this size could be missed 
at an easy gastroscopy, it was suggested 
that either there were two strictures due 
to two separate ulcers or scars, or (this 
seemed more likely) that the upper nar- 
rowing was due to pressure from outside 
by secondarily enlarged glands, and that 
the lower narrowing was caused by a 
carcinoma which was out of sight gastroscopically. 

Although there were still episodes of fairly severe cen 
abdominal pain with unexplained diarrhoea, the patient was 
allowed to go home. She wanted to go and her husband was 
against operation, which in view of the evidence could not 
be pressed. A month later she was readmitted to a local 
hospital, where the radiologist felt a lump and dogmatically 
diagnosed carcinoma. She began to bleed next day and died 
twenty-four hours later, no transfusion having been given. 

Necropsy showed a huge simple ulcer with an eroded artery 
in the base. The radiologist who saw the specimen informed 
us that it coincided closely with our films. The double narrow- 
ing of the stomach resulted from the indistensible margins of 
the huge crater. 


Comment.—Giant simple ulcer diagnosed as inoperable 


carcinoma ; fatal hemorrhage. 


Case 2 (L.H. record no. 12267/48).—A married woman was 
first referred on Dec. 10, 1948, at the age of 73, because of 
alleged pulsatile swelling in the neck, which was thought to 
be an aneurysm. Benign hypertension with a kinked carotid 
artery was diagnosed. Her doctor was treating her for gastric 
ulcer; but in view of her age and generally frail condition 
a barium meal was not requested. In July, 1949, she was sent. 
to hospital again, with epigastric pain and vomiting which 
were relieved after treatment with bismuth and soda. She 
was then fairly well until July, 1950, when epigastric pain 
again became severe, but it was independent of meals and 
worse after exertion. 

In October, 1950, she was admitted to a medical ward. 
She was weak and ill: blood-pressure 260/120 mm. Hg; 
hemoglobin 64%. Barium-meal films showed a large lesser- 
curve gastric ulcer with an irregular filling defect above and 
below. The radiological diagnosis of advanced carcinoma of 
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the stomach involving the fundus, pars media, and pyloric 
antrum seemed to fit the clinical course. Fig. 2, which would 
fit in with a slowly growing ulcerated carcinoma, shows the 
summer incidence of her relapses, and her weight. There had 
been no trouble 
with constipa- 
tion before the 
onset in 1947, 
Since then she 
had been taking 
8 large amounts of 
S 4. aperients. 
Background.— 
Apart from 
, bronchitis in 
recent years she 
had always been 
healthy, with a 
good digestion. 


She had ten chil- 


RELAPSES 


BODY - WE/GAT 
(st) 


1949 

YEAR 

Fig. 2—Body-weight in case 2 (highest known 
weight st. 7 Ib.). 


Closed circle radiographic examination at London 

Hospital. Incerrupted circle = examination 
i ric A 

elsewhere. + =<gastric ulcer foun no gastri 


death in 1938 had lived happily with a bachelor son. 
Progress.—In the ward she was treated with morphine and 
did “ surprisingly well.” On Dec. 8, 1950, after her return from 
convalescence she was “ astonishingly well,’’ but this did not 
last. From Jan. 5 to Jan. 18, 1951, she was readmitted because 
of severe constipation and vomiting. There was much dis- 
turbanee due to wind, and her cough was troublesome. After 
an enema and the withdrawal of morphine her bowels became 
normal again and her general condition improved. On April 25, 
1951, she was obviously very ill and was admitted at once. 
Next day she died. 
. Necropsy showed a simple gastric ulcer 6 x 4:5 cm. The 
floor was formed mainly by emg tissue and partly 
by the left lobe of the liver. ath was due to pulmonary 
cedema and bronchopneumonia. 


Comment.—Giant simple ulcer diagnosed as inoperable 
carcinoma, 


1947 1948 1950 1951 


Case 3 (L.H. record no. 33196/52).—A spinster first 
attended on Sept.'24, 1952, at the age of 70, and a week later 
was admitted as an emergency with a diagnosis of carcinoma 
of the stomach. 

Background.—Her story was elicited only by repeated 
questions ; it was told without feeling and apparently without 
interest. She was strongly built and there was character in 
her face, but her memory. was poor and some of the dates were 
uncertain. She worked as a gown presser and had never 
married or left her parents’ home. When they died in 1938, 
the house was left to her. Two brothers had rooms in it, but 
one of them died in' 1944, and for many years she has not been 
on speaking terms-with the other. In 1939 her firm went out 
of business and it was difficult to find a new job. She had 
always “ done high-class stuff,” was “ too slow for the cheap 
trade,” and “ too old.” In the autumn of 1940 a land-mine 
near her house caused much damage and most of her friends 
were evacuated to the country ; she and her brothers slept in 
a shelter in the garden. She admits that she was lonely but 
denies depression. In 1942, at the age of 60, she finally retired. 
There were no special interests in her life but she looked clean, 
tidy, peaceful, and not unhappy. 

Course of Illness.—The onset was vague. There was some 
discomfort for several years before the war, but she did not 
go to a doctor. The first definite symptom, in the winter of 
1940-41, was epigastric pain immediately after meals. She 
ate little, lost 2-3 stone in weight, and in March was admitted 
to a local hospital. A barium meal failed because she vomited ; 
a test-meal showed 0:09% free hydrochloric acid increasing to 
034% after histamine; Hb was 30%. On April 22, 1941, 
exploratory laparotomy showed what was believed to be a 
large carcinoma of the lesser curve and posterior wall midway 
between cardia and pylorus, firmly adherent to the pancreas, 
and quite inoperable. After the operation she recovered 
rapidly, and on June 6, 1941, she went home and soon returned 
to normal health. R 

For the next ten years she had occasional indigestion for 
which she took alkalis, but there was no real trouble until 
June, 1952. Three months later when she first attended as 
an outpatient, her weight had fallen from an alleged 12 stone 
to 9 stone,.and her symptoms were identical with those which 
she had had in 1941. On admission Hb was 46%, her bowels 


had not been open for eleven days despite aperients, there was 
visible peristalsis, and she was dangerously ill. Two days later 
she began to vomit red blood. 

Operation.—On Oct. 6, 1952, an emergency Billroth-1 
partial gastrectomy was done, The fresh specimen showed 
an ulcer 7-5 X 4-5 cm. penetrating deeply into the pancreas ; 
there was also a small prepyloric ulcer constricting the pylorus. 
The gastric mucosa was cedematous and rotten, and the gastric 
contents had the foul stink of a pericolic abscess. Microscopy 
confirmed that both ulcers were benign. 

Follow-up.—This patient was last seen in June, 1954, and 
has made a good recovery, gaining about 1 lb. in weight 
a month. She is still unable to eat a large meal, which is not 
surprising because an extensive operation was necessary to 


get above the bleeding point. Reflux cesophagitis has also 
caused occasional dysphagia. 


Comment.—Giant simple ulcer diagnosed as inoperable 
carcinoma at laparotomy; partial gastrectomy eleven 
years later for hemorrhage, 

This is the only case of this kind in this series, but we 
have records of several others where an experienced 
surgeon has made the same mistake. In each case the 
benign nature of the lesion has been verified at subsequent 
gastrectomy after the patient had made a considerable 
recovery (see also Ledoux-Lebard et al. 1945). 


Case 4 (L.H. record no. 20373/48).—A male French- 
polisher, aged 64, with a long history of asthma, was first seen 
on Oct. 20, 1948. He complained of pain about two hours 
after meals since the previous June. For the last few weeks 
the pain had come on immediately after food, and he had lost 
his appetite and was about a stone below his usual weight. 
In 1947 he had been an inpatient with a sore on his heel, and 
at that time his blood-pressure was recorded as 
165/95 mm. Hg; in 1948 it was 230/130 mm. Hg. 

The provisional clinical diagnosis was carci- 
noma of the stomach and a barium meal was 
reported as showing a large neoplastic ulcer 
(fig. 3). A gruel test-meal showed a normal acid 
curve, 4 

At operation the ulcer was thought to be | 
benign, but it was considered safer to do an exten- 
sive partial gastrectomy with an antecolic anas- 
tomosis. After the operation the patient was 
never able to eat a normal meal and never 
recovered his preoperative weight. On 
March 12, 1952, he died from hypertensive 
heart-failure. 

Comment.—Giant simple ulcer diagnosed as carcinoma 
and submitted to unnecessarily extensive surgery. 

This is the only case of the kind in our series, but we 
know of several others, and the mistake is probably not 
uncommon (McCurrieh 1950, Ledoux-Lebard et al. 1945). 
Sometimes the tail of the pancreas and the spleen are 
removed in an extensive total gastrectomy ; the patient 
may, as in this case, survive for several years, but his 
health is impaired. 


Fig. 3. 


Case 5 (L.H. record no. 31165/50).—A man first attended 
in July, 1947, when nervous dyspepsia was diagnosed and a 
barium meal was not requested. He did not attend again 
until July, 1950, when he was described as “a thin wasted 
old man complaining of abdominal pain with loss of appetite 
for the last month—the picture is confused by the fact that 
his bowels have been opening very irregularly and that he is 
upset by losing his job.’”’ Paraffin was prescribed, and it was 
arranged that the district nurse should give him an enema. 
Shortly afterwards he developed severe “ abdominal colic 
with sickness and vomiting” and was admitted as an emer- 
gency to a local hospital. The report on the barium enema 
was: ‘* No evidence of any obstructive lesion, but the mucosal 
pattern of the descending colon suggests inflammatory change 
with some local cystic (sic) narrowing of the lumen.” From 
Sept. 11 to Sept. 19 he was admitted to another local hospital 
with subacute obstruction of the lower bowel ; the diagnosis 
on his discharge was “ chronic malnutrition possibly due to 
carcinoma of the stomach.” As an outpatient he was told to 
come for a barium meal, but he defaulted. 

On Oct. 5, 1950, he attended for a third time and was 
admitted as an emergency with the provisional diagnosis of 
miliary tuberculosis. Later, carcinoma of the colon was 
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suspected, and after negative sigmoidoscopy a follow-through 
barium meal was requested. The films were initially inter- 
preted as showing a deep lesser-curve carcinomatous ulcer 
with rolled edges and with a fungating mass projecting almost 

. into the terminal antrum ; but from previous 
experience we felt fairly confident that this 
was the “‘ pseudotumorous”’ type of simple 
giant ulcer (fig. 4). The patient was given 
orthodox treatment in the ward for seven weeks, 
convalescence for a month, further ward treat- 
ment for three weeks, and then convalescence 
for another month. He returned to work in 
May, 1951, and since then there has been no 
further trouble. 

Background.—He was born in 1888, the last 
of five children. In the 1914-18 war he served 
for three and a half years in the R.A.M.C., and 
then returned to bus-conducting until 1930, 
when he had a nervous breakdown. He was 
married in 1924, There were no children, but 
the marriage was apparently a happy one; his wife was 
probably a better earner than he was. From 1930 to 
1940 he did various light labouring jobs. From 1940 to 
1947 he was responsible for a degreasing machine and was 
exposed to the fumes of trichlorethylene, which “ several 
times knocked me unconscious”; after these episodes he 
felt off colour for several days. From 1947 to 1952 things went 
fairly smoothly. His wife had a caretaker job at a church, 
with the use of a house ; he had a sweeping and tidying job 
in a neighbouring factory. In appearance he is a little man, 
obviously nervous and sensitive, unintelligent, fussy, and 
pedantic. 

Onset of Illness.—The date of onset of his ulcer is uncertain. 
From 1913 to 1930, when he was bus-conducting, he had 
bouts of heartburn lasting a few days. He denied any symp- 
toms from 1930 to 1947. In 1947 he had slight indigestion, 
ascribed to worry over his new job and moving house, but it 
cleared up completely. In 1949 the trouble reappeared as an 
exaggeration of the bowel irregularity which had bothered 
him all his life. He had always taken regular aperients, 
usually senna, smoked about 20 cigarettes a day, and “ had 
an occasional glass of beer.” 

Subsequent Course.—Fig. 5 shows his weight curve. He has 
never weighed more than 8 stone in his life before, and he 


thinks that the huge improvement in his health is due to giving 


Fig. 4. 


Wife died, 
Started 
smoking 


smoking 


2nd, marriage, 
Stopped 
smoking 


BODY -WEIGHT (st.) 


1953 


1947 1950 1951 1952 


YEAR 


Fig. 5—Body-weight in case 5 (highest known weight 7 st. 12 Ib.). For 
key see fig. 2. 


1954 


up tobacco completely. By March, 1952, he seemed almost 
unhealthily fat. The temporary decrease in weight in 1953 
followed the death of his wife and various worries which led 
him to smoke “ just a few.” He insisted that there was no 
digestive discomfort of any kind whatever at this time, and 
his bowels continued to be normal without aperients. 


Comment.—Giant simple ulcer apparently soundly 
healed with medical treatment after diagnosis of 
carcinoma had been corrected. 

Strong arguments can be advanced in favour of surgery 
at this stage, but we believe it justifiable to wait and 
watch. In our experience, despite the severe residual 
scarring at the site of his old ulcer, the weight curve of 
this patient suggests a good prognosis ; but if he resumes 
aperients and smoking he will lose weight and the 
uleer will recur. 


Case 6-+(L.H. record no. 43968/51).—A man, aged 51, first 
attended on Nov. 15, 1951, when the provisional diagnosis was 
neoplasm of either the stomach or the pancreas. : 

Background.—He was in the Grenadier Guards in 1918-19, 
married in 1921, and has two grown-up children. From 1920 
to 1943 he did heavy outdoor work, but since 1943 has been 
exposed to furnies in an acetylene factory. Up to 1945 he drank 
five or six pints of beer a day ; since then he has gradually 
cut it down to a few pints at weekends because he “ just 
didn’t want so much—beer didn’t seem to go with the fumes.” 
He smoked about ten cigarettes a day and, despite the beer, 
always needed aperients at least once a week. He is a big 
well-built man who is probably not too happy in his home life, 
but he looks stolid and it comes as a slight surprise to hear 
that he ‘“‘ tends to worry a lot over trifles.”’ 

Course of Illness.—He denies any digestive discomfort before 
August, 1951, when he suddenly developed severe midline 
suprapubic pain, and at the same time his constipation got 
much worse. Six weeks later he was told at a local hospital 
that his symptoms were nothing like those of an ulcer and 
that X-ray examination was unnecessary. Dissatisfied with 
this opinion he came to the London Hospital, where his story 
of loss of weight and of pain under both costal margins going 
through to the back led to a provisional diagnosis of carcinoma 
of either the pancreas or the stomach. . 

X rays showed a high giant ulcer (fig. 

6), and because of the suspicion of neo- , tn 
plasm he was referred to us for surgery. 

We were confident that thé ulcer was 
simple, and, there being no interference 
with gastric emptying, it was decided to 
send him back to work. He was told to 
eat ordinary food and to stop smoking 
completely. There was a good response ; 
his discomfort disappeared almost imme- 
diately, and within five weeks he gained 
19 lb. After two and a half years there 
is no sign of a recurrence ; but with these 
high lesions X-ray examination is not very 
reliable, and the prognosis is doubtful. 


Comment.—Giant simple ulcer missed at first, later 
thought to be a carcinoma of stomach or of pancreas, 
and finally diagnosed by radiology. Successful outpatient 
treatment has tayght this patient that with self-discipline 
he can cure himself without dieting and without going 
off work. If he had been brought into the ward he would 
probably have believed that rest and diet were essential ; 
and after discharge he would have returned to his old 
habits, and the ulcer would have recurred within a year 
or two. Unless there is a long history of symptoms, it is 
our experience that uncomplicated gastric weers usually 
heal easily, provided that the patient does what he is 
told. If an ulcer does not heal rapidly on outpatient 
advice, it is unlikely to stay healed ; hence there is little 
point in inpatient medical treatment, unless the patient 
is really ill or in danger. 

Case 7 (L.H. record no. 6140/48).—A man, aged 74, first 
attended in March, 1946. Despite nine years’ history of 
typical ulcer pain, carcinoma of the stomach was diagnosed 
and admission to a local hospital arranged. The patient 
discharged himself after a few days, and in July was again 
seen as an outpatient. A barium meal showed numerous small 
rounded filling defects, which were interpreted as polypoid 
gastritis, and on these grounds carcinoma was considered 
probable. On gastroscopy several days later the X-ray 
appearances were explained by the finding of numerous peas 
in the stomach, the residue of a meal taken a week before. The 
patient had no teeth and refused to get any, there was no proper 

peristalsis, and as a result of lack of 
tone the stomach could not empty itself. 

After twenty-seven days’ treatment 
in the ward there was little trouble for 
the next two years, though the ulcer (fig. 
7) never looked like healing. The patient 
refused to take advice, drank a moderate 
amount of beer every day, smoked a foul 
pipe, and was unwilling to be fitted with 
dentures, He was tough and cheerful, 
probably thought he had a cancer, 
and was determined to enjoy himself 


as long as he could. In October, 


7as 
ter 
h-r 
red 
; 
rie 
py 
zht 
not 
to 
so 
ble 
ren 
we 
ed 
she 
nt 
ble 
ch- 
een 
urs 
eks 
lost 
und 
Back to 
ma work | 
Stopped | 

we 
not 
5), 
are 

| 
ded 
id a 
tite 
that 
is 
was 
ma. > 
olic 
ner- 
ema 
osal 
ange 
rom 
pital 
108is 
e to 
d to ; 
was 
is of 
was Fig. 7. 


346 THE LANCET] 


1949, after defaulting for six months, he was admitted with 
a fecal impaction and stayed in hospital three weeks. Through- 
out 1950 he attended regularly—‘ I ain’t much better, and I 
ain’t much worse ”’ was his usual greeting. 
By March, 1951, he looked ill and was in 
daily pain. The change in the X-ray 
appearances (fig. 8) suggested that the 
floor of the crater was now being scoured 
by food at every meal. It was obviously no 
longer possible for the muscularis mucose 
to seal off the cavity, and the risk of fatal 
hemorrhage was thought to be consider- 
able. Surgery was discussed, and he was 
enthusiastic. 

Operation.—On March 7 an antecolic 
partial gastrectomy was done. Since then 
he has been very well, he weighs 5 lb. more 
than his best preoperative weight, and des- 
pite his age he has gone back to work. He 
got some dentures but is too impatient to wear them, drinks 
a pint or two of beer every day, and enjoys his tobacco. 
He is very grateful but thinks that we made a great mistake 
in not operating sooner. 


Comment.—Giant gastric ulcer; misdiagnosis of 
carcinoma subsequently corrected ; successful partial 
gastrectomy after failure of medical treatment. 


Case 8 (L.H. record no. 13312/51).—A man was sent up 
by his doctor on April 4, 1951, with a tentative diagnosis of 
anxiety and pseudo-angina. He had three months’ history 
of pain below the left clavicle and a month’s history of pain 
in the right chest and going through to the back. Some 
vague indigestion since 1948 was ascribed to a change of 


work. Two hospitals had investigated his complaints and 
found no explanation. 


Background.—After losing both parents in 1910 at the age 
of 5, he was brought up in an orphanage. From 1921 to 1930 
he was in the regular Army. When he was on the China 
station, he had dysentery. After that, ho had been a metal 
worker and, since his occupation was reserved, was not 
recalled to the Army in the war. He married in 1933; his 
wife had poor health, and the two children were born by 
cesarean section. He smoked about twenty cigarettes a day 
but, even in the Army, never drank more than an occasional 
glass of beer. Dentures were fitted in 1947 and were comfort- 
able. He had pneumonia in 1921 but was not specially liable 
to coughs or colds. There was a life-long history of constipation 
and excessive aperients. 

A provisional diagnosis was made of “con- 
stipation and colonic pain in a hysterical 
subject.” Endogenous depression was 
considered a possibility. He was asked to 
continue attending but did not do so. 

Progress.—In April, 1952, his doctor 
referred him again; a few months previ- 
ously a barium meal in a local hospital had 
been negative, and “ nothing relieved the 
pain except morphine.” Fig. 9 shows 
the result of arepeat meal, After this the 
patient became much worse and was Fig. 9. 
admitted two days later. During two months’ inpatient treat- 
ment from May 5 to July 3, 1952, the ulcer became smaller but 
never looked like healing. After discharge the patient continued 
to smoke two or three cigarettes a day and his bowels were only 
open with aperients ; there was little gain in weight, and he 
continued to get twinges of pain. In November, 1952, his 
wife was admitted to hospital for an emergency operation, 
and a week later he had a severe clinical relapse, although 
radiologically the ulcer had not increased to its former size. 


Symptoms persisted, and in March, 1953, he was referred to 


RELAPSES 
MORPHINE 


B OPERATION 


B0oDY-WEIGHT (st.) 


1s49 1950 


1953 1854 


1951 
¥ 


1952 
AR 
Fig. 10—Body-weight in case 8. For key see fig. 2. 


ORIGINAL ARTICLES 


[aueust 21, 1954 


one of us, and a Billroth-1 partial gastrectomy was done. 
The specimen showed a small linear pyloric ulcer and a 
lesser-curve ulcer 2X lcm. Fig. 10 shows his weight record. 
Although there is no gain, he is free from symptoms and very 
pleased with himself. 


Comment.—Giant simple ulcer successfully treated by 
partial gastrectomy after failure of medical treatment. 


Case 9 (L.H. record no. 29332/52).—A single man, born in 
1898, lived alone and had irregular meals. He claimed to have 
consumed on an average 10 pints of beer and °/, oz. of tobacco 
a@ day in the previous thirty years, but he was only a casual 
labourer. Symptoms began suddenly about a year before 
admission ; from then on he had a pain nearly every day, 
usually under the left costal margin. On Aug. 25, 1952, he 
felt faint at the end of a day’s work, and a few hours later 
was admitted. On admission Hb was 64%. He was transfused 
next day but died from further bleeding before he could be 
operated on. Necropsy showed an oval ulcer 7 x 4 cm. 
penetrating the pancreas. 


Comment.—Giant simple ulcer causing fatal hemor- 
rhage. 

Case 10 (L.H. record no. 8629/53).—A spinster, born in 
1903, looked after her parents. After her father’s death in 
1938 she bought a wool shop and just managed to maintain 
herself and her mother. After her mother’s death in April, 
1951, she felt that there was nothing to live for. Her periods 
ceased, and this possibly added to her depression. 

The onset of indigestion can be dated fairly accurately. All 
her life she had had a good digestion, and she ate a normal 
Christmas dinner in* 1950 without discomfort. Epigastric 
pain started a few weeks later, when her mother’s illness became 
serious. The pain at first occurred from one and a half to two 
hours after meals, and was relieved by ‘ Maclean’s powder’ or 
by aspirin. Two years later, by February, 1953, it was severe 
and continuous, and for the first time she sought advice from 
her doctor. On March 13, 1953, she was sent to hospital in a 
stuporous state and was admitted at once as having “ broncho- 
pneumonia with heart-failure."” On admission her Hb was 
13% (estimation repeated), and there were hemorrhages and 
exudates in both eyes. She continued to bleed after admission, 
and on March 23, 1953, an emergency Billroth-1 partial 
gastrectomy was done. The ulcer measured 6:5 x 4 cm. 
and penetrated the pancreas. The patient was well when last 
seen in July, 1953, and vision in both eyes had recovered 
completely. 


Comment.—Giant simple ulcer with massive hzemor- 
rhage ; successfully treated by partial gastrectomy. 
The case is reported in detail elsewhere (Richardson 
1954), 


Giant Ulcer Developing from Smaller Ulcer during 
Relapse 
6 patients had an ulcer less than 3 cm. in diameter when 
first radiographed, but later, after months or years, a 


giant ulcer was found. Cases 11-13 were treated 
conservatively. 


Case 11 (L.H. record no. 8009/49).—A man first attended 
in 1942, when a barium meal suggested a duodenal ulcer. 
The clinical notes were destroyed, and he was 
not seen again until March, 1953, when a second 
barium meal showed a giant ulcer (fig. 11), the 
radiologist reporting that there were ‘‘ no deci- 
sive points to enable a decision as to whether it 
was malignant or simple.” According to the 
patient’s story there were severe bouts of pain 
from 1937 to 1942; after attending as an out- 
patient for about six months he was cured; in 
November, 1952, at the age of 56, “‘ identical 
pains ’’ recurred, and he ‘‘ knew at once what I 
was in for.’ Medicines from his doctor gave 
little relief, and he insisted on being sent back Fig. 
to hospital. apr 

Subsequent Course—He was treated as an inpatient from 
April 16 to June 4, 1953. X-ray examination in August, 1953, 
after he had been back at work for two months, showed almost 
complete or complete healing ; but after a year there is no 
sustained gain in weight. 

Comment.—Giant ulcer developing after a relapse and 
healing with medical treatment. The important factors 
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in this case are doubtful. The patient is not in our care ; 
he has been investigated for chest disease several times 
and has long-standing bronchitis and emphysema. He 
never smoked more than 10 cigarettes a day but has now 
become an enthusiastic abstainer. For the first time for 
many years he has lost his cough in the summer. So long 
as he diets and does not gain weight, it is impossible to 
hazard a prognosis. 


Case 12 (L.H. record no. 8100/48).—A big tough docker, 
who was born in 1880 and as a young man drank a lot of beer 
and smoked heavily, first attended in 1944 with 
three months’ history of pain and acid eruc- 
tations. A barium meal showed a larger gastric 
ulcer two or three inches above the angulus. In 
1944-48 he continued to get occasional pains 
but ignored them. Towards the end of Novem- 
ber, 1948, he attended for a second time with 
violent pains in both iliac fosse about half an hour 
after meals and was at once put on the list for 
the next vacant bed. From Dec. 2, 1948, to 
Jan. 20, 1949, he was treated in the ward ; fig. 12 
shows the barium meal appearance. Electro- 
cardiography showed a left bundle-branch block, 
and in view of his general condition and the site of 
the ulcer surgery was not advised. Fig. 13 shows ‘his weight 
curve ; he almost stopped smoking in November, 1948, and 
denies using any tobacco at all since March, 1949. In 
November, 1952, a barium meal showed no evidence of 
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recurrence, but his stomach was displaced upwards by a gas- 
filled splenic flexure, and the examination was unreliable. 
Despite mild anginal attacks he continued to work. In March, 
1954, he was admitted to a local hospital with 
bronchitis and retention due to a large 
prostate. Three weeks later he had a melena. 
By July, he seemed to have made a good 
recovery, and a barium meal showed a scarred 

but apparently healthy stomach. 

Comment.—Giant simple ulcer develop- 
ing after a relapse, healing with medical 
treatment, and breaking down again at 
the age of 74. 

Case 13 (L.H. record no. 1736/48).—A man, 
aged 62, first attended in October, 1946, with 
eighteen months’ history of loss of weight and 
discomfort after food. The clinical diagnosis 
was gastric uleer—? neoplasm. A barium meal 
showed a large ulcer, and the patient was selected for admission ; 
but he improved so rapidly that it was un , and a second 
barium meal, in May, 1947, showed that the ulcer was almost 
healed. Two months later there was a severe relapse, and ward 


treatment from Aug. 13 to Sept. 19, 1947, was followed by a 
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month’s convalescence. There was no gain in weight, and after 
Christmas there were further symptoms. In January, 1948, 
a barium meal showed that the ulcer was more than 3 cm, in 
diameter (fig. 14). Since inpatient treatment had failed, 
ambulant treatment was tried and was successful. Fig. 15 
shows his weight curve. His wife died in July, 1951, and he 
has had various other worries. Since his retirement in January, 
1954, he is getting bored with housework; but, although the 
stomach is distorted by severe scarring, there is no indigestion. 

Comment.—Giant ulcer developing shortly after 
inpatient treatment and healing with ambulant treat- 
ment. The patient was a skilled lathe-setter and obses- 
sionally conscientious. During the war he worked beyond 
his strength, and at the same time he and his wife worried 
about their four sons, who were all on active service. 
Inpatient treatment did not suit him. Patients of this 
kind often do better if they are allowed to stay at work, 
especially if their hours can be shortened. Normal 
physical activity does not seem to interfere with healing 
so much as psychological unrest does. Although the 
ulcer has remained healed for six years, the prognosis is 
doubtful, especially if depression leads to further loss of 
weight. 

The, 3 other relapses (cases 14-16) were referred to us 
for surgical treatment. 


Case 14 (L.H. record no. 7773/49).—A man, aged 35, first 
attended in February, 1949, when a barium meal showed a 
small gastric ulcer. After this examination 
the patient defaulted. In April, 1950, the 
symptoms returned. The patient was again 
sent to hospital but was unwilling to come 
into the ward and refused to codperate as 
an outpatient. He was a long-distance 
lorry driver, smoked heavily, had irregular 
meals, and drank a lot of beer at weekends. 
In September, 1950, he developed a new 
pain, in the left flank radiating into the 
left groin, and three months later this new 
pain had become so unbearable that he 
attended hospital for a third time. Intra- 
venous pyelography showed no evidence 
of a renal lesion; but, when the barium 
meal was repeated, a giant gastric ulcer 
(fig. 16) was found. On April 18, 1951, a 
retrocolic partial gastrectomy was done after a short course 
of medical treatment. 

Follow-up.— 
The patient was 
last heard from 
in July, 1954. 
Fig. 17 shows his 
weight curve. 

He has changed 

his work, and his 

meals are now 
regular. He can 
manage second 19439 1950 
helpings but still 
gets discomfort 
if he drinks more 
than one cup of 
tea just after a large meal. 


Comment.—Giant gastric ulcer developing from a 
small one in a young but uncodperative patient. 


Case 15 (L.H. record no. 10941/51).—A man, aged 45, 
first attended in October, 1946, complaining of 
pain under the right costal margin, worse on 
breathing and coughing. An X-ray film of his © 
chest was negative, and fibrositis of the chest 
wall was diagnosed. At his next visit, in March, 
1951, the pain was similar but this time related 
to meals, and a story was obtained of definite 
attacks and remissions since 1943. A barium 
meal showed a small gastric ulcer, and an 
attempt was made to treat him as an out- 
patient. He continued to smoke and to take 
aperients, and, although the symptoms dis- 
appeared, there was little or no gain in weight, 
and the radiographs suggest that the ulcer 
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never healed. From Nov. 14 to Dec. 15, 1952, he was treated in 
hospital as an emergency after a relapse. Fig. 18 shows the 
barium-meal appearance on admission. On Jan. 16, 1953, a 
Billroth-1 partial gastrectomy was done. The diameter of the 
ulcer was still about 3 cm. despite treatment for the previous 
two months. 

Follow-up.—In September, 1953, the patient denied any 
discomfort of any kind. He no longer felt tired at the end 
of a day’s work, he had gained weight, and he felt fitter than 
at any time in the previous ten years. In his last letter, 
dated July, 1954, he says he has had no further trouble. 


Comment.—Giant ulcer developing out of a presumably 
long-standing small one which for many years caused 
little trouble. Treatment with a low-residue diet aggra- 
vated existing constipation and led to abuse of aperients. 
Ulcers often do badly if colonic function is disordered. 


Case 16 (L.H. record no. 71/49).—A man, aged 38, first 
attended hospital in February, 1947, with five years’ history of 
intermittent attacks of discomfort under the left costal margin, 
worse after food and relieved by the passage of rectal flatus. 
For two years he had been taking irritant laxatives every other 
night. The clinical diagnosis was flatulent dyspepsia, and no 
barium meal was ordered. Three months later the patient was 
referred again ; he had lost weight, the pain was worse, and 
a barium meal showed a large gastric ulcer. He rapidly 
improved on treatment as an outpatient, gained 16 lb. in 
three months, and was discharged without a further barium 
meal. A year later, in November, 1948, another severe 
attack began, and in January, 1949, he was again sent up to 
hospital, and treatment in bed at home was advised. In 
March, 1950, when he was recovering from a third attack, a 
barium meal showed a small ulcer in the middle of a large 
scar. In August, 1950, the ulcer was radiologically healed, and 
although losing weight the patient was discharged. In 
November, 1950, there was a fourth attack, which on Jan. 1, 
1951, was described as the worst so far. On Jan. 10, 1951, 
the patient was admitted as an emergency; Hb was 38%, 
he looked very ill, and after admission bleeding continued. On 
Jan. 19, 1951, an emergency Billroth-1 partial gastrectomy 
revealed what was possibly the largest ulcer in this series ; 
it covered much of the posterior wall of the stomach, extended 
to within an inch of the esophagus, and penetrated deeply 
into the liver and the pancreas. 

Follow-up.—In July, 1954, the patient had had no digestive 
discomfort of any kind and maintained his best preoperative 
weight ; he had, however, had to change his work, his previous 
job as a foreman platelayer being too heavy. 


Comment.—Giant ulcer developing in a patient under 
hospital supervision. As in case 15, constipation was 
aggravated by a low-residue diet, and the resulting abuse 
of aperients was probably harmful. 


Giant Carcinomatous Ulcer 


Only 1 of the 17 giant ulcers proved carcinomatous. 
This is due to the fact that our definition is radiological. 
Giant carcinomatous ulcers are common—in the five 
years covered by this survey more than 50 have been 
excised at operation on the surgical unit alone, but none 
of the 50 has produced a ‘ giant’’ lesser-curve niche 
above the angulus. A large carcinomatous ulcer leads to 
a localised loss of elasticity ; and, when barium emulsion 
is swallowed, the unaffected part of the stomach balloons 
out round the rigid area, which thus forms an irregular 
filling defect or stricture but rarely a niche. The chief 
exception to this rule is when part of a malignant ulcer 
is eroded more deeply than the rest, giving the appearance 
of a small or medium-sized niche with a ragged edge. 
Unless the meaning of this edge is appreciated, the 
surgeon may be disconcerted by finding a lesion many 
times larger than the radiograph had led him to expect. 

Case 17 (L.H. record no. 5950/49).—A man, aged 47, 
first attended in February, 1948, complaining of substernal 
pain for about a month and a feeling as if food were sticking. 
After keeping to a light diet for about a week he went to 
his doctor and was at once sent up to hospital. He was 
a healthy-looking muscular man with poor teeth. The 
report on the barium meal (fig. 19) was “ gastric ulcer—it 
would be safer to gastroscope this case.’’ Owing to mucus 
and froth gastroscopy was unsatisfactory, but the edge of 


the ulcer seemed knobbly and irregular, and there was no 
convergence of the fold pattern. A test-meal showed no free 
hydrochloric acid in the resting juice, and only 0-07% after 
histamine. The ulcer was thought to be 
probably malignant but, in view of its size, 
either inoperable or at least incurable. 
Rather surprisingly the patient lost his 
symptoms, and at a second barium meal, 
in May, 1948, no projection could be 
demonstrated. Unfortunately the exami- 
nation was unreliable because the stomach 
lay high under the ribs and was displaced 
by a gas-filled splenic flexure. 

After this the patient defaulted, and the 
almoner could not trace him. In February, 
1949, he attended again and was at once 
admitted. According to his story he had 
been sent to prison for non-payment of a maintenance order for 
his separated wife ; ‘‘ they were very kind” to him there, and he 
“‘ spent most of the time in hospital.’’ A few days later he died. 

Necropsy showed carcinomatosis peritonei with a shallow 
carcinomatous ulcer 3-3 cm. in diameter saddling the lesser 
curve of the stomach. The upper border of the ulcer merged 
into a plaque of growth which extended to the cardia. 


Comment.—Giant carcinomatous ulcer proved at 
necropsy. Any reconstruction of what happened in 1948 
at the onset is speculative. Did the carcinoma suddenly 
break down, and was the sudden onset of symptoms due 
to inflammation ? 


Discussion 


The accompanying table summarises what we believe 
to be the important factors in the life-histories of these 
patients with giant ulcers. In 1946-48, 221 patients with 
gastric ulcers were referred to one of us. Some have 
died or left the neighbourhood, but we are still in touch 
with 186, including 48 who have had a partial gastrec- 
tomy. To the best of our knowledge this is the largest 
series of gastric-ulcer patients to have been under con- 
tinuous clinical and radiological control by a single 
observer for so long. Repeated barium meals in remis- 
sions and in relapses and with different treatments have 
led us to believe that a ring contraction of the muscularis 
mucose is an important mechanism in producing healing. 
Such ring contractions cannot occur, or are inefficient, 
if gastric tone is inhibited and the mucosa is stretched. 
Day-to-day experience has forced us to believe that 
ulcers are prevented from healing not so much by the 
gastric acidity, which is often negligible, as by anything 
which interferes with gastric tone and emptying. Putting 
the patient to bed to avoid the stretching effect of gravity 
is a poor substitute for a proper history and the elimina- 
tion of the factors which are producing gastric inhibition. 

The important inhibitory factors seem to be as follows : 


(1) Pain frem a penetrating ulcer, or even pain anywhere. 

(2) Irritation of the colon by constipation, enemas, or 
aperients leading to reflex inhibition of the stomach ; anything 
which excites nausea, including p catarrh and a bad 
morning cough. 

(3) Anxiety or depression. 

(4) Loss of appetite from a monotonous diet, from 
unpleasant fumes or surroundings, or from uncomfortable 
teeth or dentures. 

(5) Various irritant drugs, especially cough medicines and 
ephedrine. 

(6) Partial blockage of the pylorus by cedema or by a 
second ulcer. 

(7) Finally it is difficult to exaggerate the dramatic improve- 
ment often seen if tobacco is given up completely. Appetite 
and gastric function, the latter judged by X-ray screening, 
improve, and there is a rapid gain in weight. With few excep- 
tions the weight curve is a guide to prognosis. A loss of 
weight often precedes other evidence of ulcer recurrence and 
should be considered a warning signal. 


On this hypothesis management depends on recog- 
nising which factors lower gastric tone in any given case. 
The object of treatment is not only to get the ulcer 
healed but also to ensure that it does not come back 
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DATA ON 17 CASES OF GIANT ULCERS ON THE LESSER CURVE OF THE STOMACH 


| we #4 
§ os ws 
Age | | eke) | 3 | 92] | 
Case (yr.) ngth | ax. diameter of} | 4 53 | Se | Max. free HCl 
Sex | when of a One | 
no. bis crater (cm.) | Am tse | 38 (% 
tory 5 ga] < £| 22 
1 F 64 |%18 mos.| 7 (X-ray) = + + « + - - - as - - 
2 F 75 18 mos.| 6 (post mortem) - + - - + - - + ~ - 
3 F 70 11 yr. 7-5 (surg. spec.) + - + + + - - - - - 0-34 (hist. ) 
4 M 64 4 mos.| 6 (X-ray) - + be + + 0-2 (gruel) 
5 M 62 |? 3 yr. 9 (X-ray) ~ + + + + - + + + ad 
6 M 51 5 mos.| 3 (X-ray) - - + + + + + - + = - 
7 M 74 9 yr. 4-5 (X-ray) = - = * - + + - + + 29 (hist.) 
8 M 46 3 mos.| 4 (X-ray) + - + + + - + - - - 19 (hist.) 
9 M 54 1 yr. 7 (post mortem) - + Sd + - + + + - » + = 
10 F 50 2 yr. 6-3 (surg. spec.) - + + + - =- + - - * - 
il M 56 18 yr. 5 (X-ray) + + + + ad - + + + + 0-2 (gruel) 
12 M 64 3 mos.| 5 (X-ray) 7 - - ~ + + + + + - 0-15 (hist.) 
13 M 62 18 mos.| 5 (X-ray) + - - - - 0-07 (hist.) 
14 M 36 2 yr. 4-5 (X-ray “ - ad + + + +" - - + 0-03 (gruel) 
15 M 45 5 yr. 6-5 (X-ray - + - - + - + - — + 0-14 (hist.) 
16 M 38 5 yr. |#8 (surg. spec.) - - - - + - + = - - 
17 M 47 1 mo, | 5 (X-ray) (>> (-) ¢€+). | (+) () (-) (+) }. G>) (-) (-) 0-07 (hist.) 
— = believed be unimportant ; 


Possible eetiological factors: + =believed to be im 
?=see te 


again. The best treatment is to find the least dislocation 
of the patient’s normal routine of life which will permit 
healing. The dislocation should be minimal because it 
needs to be permanent. If an ulcer does not heal until a 
patient stops smoking, the ulcer is likely to recur if 
smoking is resumed. Dieting and rest are rarely necessary. 
If they are advised indiscriminately, there is a risk of 
missing the factors which really matter in a particular 
patient ; a rapid improvement may then be followed by 
a rapid and dangerous relapse when sooner or later the 
patient returns to his normal life. 

The diagnosis of very large gastric ulcers is often at 
fault. In this series the correct diagnosis was missed 
clinically or radiologically, or both, in all 8 patients 
who had an uncomplicated giant ulcer when first seen. 
In some cases psychological factors biased the clinician 
towards an initial diagnosis of non-organic indigestion. 
Later on, a disturbance of colonic function usually led 
to increasing doses of aperients. In the final stage the 
patients were obviously severely ill and the pain tended 
to have a retroperitoneal type of distribution ; it went 
through to the back or was referred to the iliac fosse 
or to the suprapubic region ; in other cases there was 
severe chest pain. The absence of a typical ulcer history 
and the poor condition of the patient now biased the 
clinician towards the diagnosis of carcinoma. The gross 
and atypical X-ray findings prevented the radiologist 
from correcting the clinical mistake. The pathological 
dictum that ulcers more than an inch in diameter are 
usually malignant (Hurst and Stewart 1929, MacCarty 
1940), which obviously does not apply to X-ray niches 
above the angulus, also contributed to error. 

Diagnosis is primarily radiological. Procedure with 
a large crater is easy. On purely statistical grounds the 
risk of carcinoma is negligible in comparison with the 
risk of upsetting the patient by long and careful radi- 
ology. In the series of Ledoux-Lebard et al. (1945) 
only 1 of 20 giant ulcers on the vertical limb of the 
stomach was a carcinoma; in our series only 1 out of 
17 was. There is therefore little excuse for considering the 
possibility, unless after several weeks of treatment the 
ulcer is seen to be ‘‘ filling in ’’ from the base rather than 
healing by contraction. There are other theoretical 
distinctions, but there is little evidence of their value 
(Marshak et al. 1953). 

Analysis of symptoms does not help, and the presence 
or absencé of free hydrochloric acid has no significance. 
A knowledge of the patient’s background is of some help. 
If a large, happy, healthy-looking man develops indiges- 
tion for no obvious reason and is found to have an ulcer, 
carcinoma must obviously be suspected. On the other 


ortant ; 
. *=inadequate notes. 


+ =doubtful importance ; 


hand, a simple ulcer is more likely in a depressed patient - 
with poor physique and a chronic cough, who upsets his 
colon with beer or with aperients, and who cannot stop 
smoking although he knows that tobacco disagrees. Too 
much emphasis must not be laid on recent events in the 
social history. Patients with slowly growing neoplasms 
often adapt themselves unconsciously ; they eat less and 
drink less. Then more or less suddenly there are severe 
symptoms. If the breakdown in function follows an 
upper respiratory infection, the death of a near relation, 
or an alcoholic spree after winning a football pool, 
there is a risk that the indigestion will be diagnosed as 
functional or psychogenic or due to a simple ulcer. 

Gastroscopy in this series did not help. In the 2 most 
difficult cases it was impossible to get a good view. In 
most cases gastrescopy was not done, because we were 
reasonably confident of the radiological diagnosis. 

Granted that the initial diagnosis is never certain, 
there is still no problem about procedure. If a deep 
penetrating carcinomatous ulcer makes a patient as ill 
as these patients are, it is probably inoperable; and, 
even if it is operable, there is little chance of survival 
for more than a year. Initial treatment must be medical. 
If the lesion is benign, and the patient is properly 
managed, there is a good chance that the ulcer will heal 
and remain healed for many years. Even if the ulcer 
does not heal, something is gained: a smaller gastrec- 
tomy can be done, and in elderly patients with poor 
physique it is an advantage to conserve as much stomach 
as possible. 


Summary 


The case-histories of 17 consecutive patients with 
giant gastric ulcers are recorded, and possible etiological 
factors are discussed. In 16 cases the ulcer was benign. 

Of the 10 patients who presented with giant ulcers 8 
were wrongly diagnosed at some stage, 7 as having 
neoplasms. Usually several incorrect diagnoses were 
made before the correct one was reached. 2 patients 
were repeatedly investigated for carcinoma of the colon. 
Other diagnoses included endogenous depression, pseudo- 
angina, fibrositis of the chest wall, renal calculus, and 
carcinoma of the pancreas. Mistakes are less likely to be 
made if it is remembered that giant simple ulcers are 
not so very rare, and that they tend to produce a charac- 
teristic combination of clinical and radiological findings. 

Of the 16 patients with simple ulcers 4 are dead: 2 
from hemorrhage, 1 from inanition, and 1 from hyper- 
tensive heart-failure ; in 3 cases a wrong diagnosis was 
a contributory factor. 7 have been treated by partial 
gastrectomy and 5 medically. In 3 patients gastrectomy 
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was done as an emergency after hemorrhage. Of 5 
patients referred to us for medical treatment only 1 
needed a gastrectomy; and he was a man, aged 79, 
who had a long history and refused to codperate. The 2 
patients who were referred to us as outpatients were 
treated as such, and 1 of them remained at work. None 
of the 221 gastric patients referred to the ulcer clinic in 
1946-48 has developed a giant ulcer while under our care, 
despite being urged to eat normal food and to take exer- 
cise. The 3 ulcers in young people in this series, which 
became giant ones, were being treated conventionally 
with rest and low-residue diets. 

Some of the radiographic silhouettes are traced from films 
taken in the general X-ray department ; we wish to thank 
the director and staff for permission to reproduce them. 
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AN ILLNESS RESEMBLING POLIOMYELITIS 
OBSERVED IN NURSES 
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MEDICAL SUPERINTENDENT, WHITLEY HOSPITAL, 
COVENTRY 


Durine the late summer and autumn of 1953 some of 
the nurses in a Coventry hospital became ill with symp- 
toms involving the central nervous system. Almost all 
of them were working in wards to which patients with 
poliomyelitis were being admitted, and they were at first 
suspected of having poliomyelitis; but the aberrant 
clinical picture and the results of laboratory investi- 
gations altered this view. Other outbreaks of unknown 
wtiology but confused with poliomyelitis have been 
reported in recent years (Sigurdsson et al. 1950, Pellew 
1951). We report here some investigations into the 
Coventry illness. 

During 1947-52, 92 cases with paralytic poliomyelitis 
and 220 cases with aseptic meningeal syndromes were 
admitted to this hospital, but there was no clinical 
evidence of cross-infection with poliomyelitis among 
patients or staff. This is in keeping with the view 
(Bradley 1950) that in this country clinical cross-infection 
of patients or staff with poliomyelitis is uncommon in 
hospitals, especially fever hospitals, although Banks 
(1954) cites examples arising in the children’s wards of 
general hospitals. During 1953, 287 cases with a pro- 
visional diagnosis of poliomyelitis were admitted, and 
205, including 122 with evidence of motor weakness, were 
confirmed or remained suspect. The criteria for the 
assessment of paralysis were as described by Bradley 
and Gale (1948), with the addition that bulbar cases, in 
which life was endangered but which recovered com- 
pletely, were classed as severe. The first cases occurred 
in early May, and from this time until the beginning of 
July the number confirmed as 


poliomyelitis was 12, including 7 
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TABLE I-—CLASSIFICATION OF PARALYTIC CASES AND 
PERCENTAGE WITH NORMAL C.S.F. 


Degree of Sex No. of C.8.F. C.8.F. 
paralysis o cases examined normal * 
Severe or M 25 24 0 
moderate F 25 24 3 (12-5%) 
Total 50 48 3 (63%) 
Mild M 26 26 8 (31:0%) 
F 46 42 30 (71:5%) 
Total 72 68 38 (56-0%) 


* A normal c.s.F. was taken to have up to per c.mm. 

and a protein content not exceeding 40 mg. per 100 ml. 
outbreak of illness among the nurses. This caused the 
hospital to be closed to fresh admissions for. approxi- 
mately the month of October. Experience on reopening 
matched that in the May-July period: 9 cases, 4 with 
severe paralysis and 5 non-paralytic, were admitted before 
the year ended. 

During July, August, and September mild paralysis, 
with recovery within a few weeks, was found in an 
increasing proportion of patients, most of them female. 
Examination of the cerebrospinal fluid (c.s.F.) from 
patients with paralysis admitted during this period 
(table 1) showed that it was normal in 56% of the mild 
cases. Although the c.s.F. may be normal both in non- 
paralytic and in paralytic poliomyelitis and has been 
reported so in 12% of cases in one series (Paul 1951), the 
high proportion found here made a diagnosis of polio- 
myelitis doubtful. The illness in these mild cases 
resembled that in the nurses. 


Iliness in Nurses and Mode of Spread 

Of 65 medical, nursing, and physiotherapy staff, of 
whom 49 came in contact with poliomyelitis patients, 13 
reported sick—a ward sister, a physiotherapist, 2 staff 
nurses, 5 student nurses, and 4 nursing orderlies. Their 
ages ranged from 18 to 46 years. Before their illness 11 had 
been nursing poliomyelitis patients for from six weeks 
to four months, and 6 of these in previous years also. 
The remaining 2, a student nurse and a nursing orderly, 
had joined the staff five days and seven days respectively 
before the onset of illness. This orderly was the only one 
not in contact with poliomyelitis patients; she had, 
however, been friendly with another orderly who fell 
ill three days before she did. 10 of the sick staff lived in 
the nurses’ home, and 3 were non-resident. 

No continuous chain of infection was found among 
the staff. Some had little contact with each other, but 
all had worked in the four wards in which patients with 
poliomyelitis were nursed, including 2 on night duty in 
separate wards. It was felt that personal contact with 
patients and to a lesser extent with other staff was 
responsible for the spread of the illness. The course of 
the outbreak is shown in the accompanying figure. 
Clinical Features 

The onset was insidious. Initial complaints included 
mild sore throat without exudate, headache, backache, 
nausea, chills, and lethargy. This preparetic stage 
lasted from two to thirteen days, most commonly about six 
days. It was fully observed in only 1 member of the 
staff, because they did not usually report sick until the 
onset of paresis. This was diffuse and was considered to 
have been present in 12 of the 13 staff patients. It was 
characterised by aching and heaviness in an arm or a 
feeling as if it had been slept on, or by difficulty in 
gripping ; by pins-and-needles in the toes or slight cramps 


with paralysis, 6 of them moderate 
or severe. The admission-rate then 
rose sharply and continued at a 
high level until September, when 
a decline was offset by the 
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in the thighs ; and by stumbling when walking. There 
was a feeling of excessive tiredness in affected limbs. 
With the paresis headache became more severe, there was 
sometimes vomiting, and discomfort in the neck and 
soreness of the back caused anxiety. Nuchal rigidity 
was evident in some cases, but pain without rigidity on 
flexion of the neck was commoner; similarly some 
reduction of tolerance to stretch in the hamstring muscles 
in association with a weak leg was commoner than a frank 
Kernig’s sign. Paresis always affected at least one leg 
but was sometimes found in as many as three limbs. It 
was often associated with muscle tenderness and with 
unsteadiness in response to effort. The tendon-reflexes 
were often normal but were sometimes temporarily 
diminished. Plantar responses were all flexor but 
sometimes unilaterally diminished. 

In 4 patients areas of hyperesthesia and hypozsthesia 
and some loss of position sense were found ; these cleared 
up much in advance of the motor disturbances. Difficulty 
in starting micturition was noted by 4 patients, 1 of whom 
was catheterised for two days. 2 complained of temporary 
frequency, and in 1 of these at a later stage micturition 
was both difficult to start and painful. However, a 
catheter specimen of urine was sterile and free from pus. 

In the single case observed during the preparetic 
period the temperature rose to 99°-100°F in the first few 
days, returned to normal, and rose again during the 
eighth and ninth days of illness at the start of the paretic 
phase. In 6 of the other cases low pyrexia of short 
duration was recorded after they reported sick. 

Recovery took place in some instances within a month, 
and in all except 1 it was substantially complete within 
two months, although undue fatigue and aching in the 
affected limbs persisted after exercise much longer. 
During convalescence several patients complained of 
inability to concentrate. 

The following case is representative of the more severely 
affected staff : 


A student nurse, aged 20, developed a mild sore throat 
five days after starting duty at the’ hospital. Headache was 
noted four days after the onset of the sore throat, and two 
days later her left hand felt awkward and numb when she 
was feeding a baby. The headache and sore throat persisted, 
and after nine days’ illness she reported sick, complaining of 
pain in the left arm and leg. 

The main findings were diffuse weakness in the left arm and 
leg ; pain on movement of the left arm and tenderness of the 
left quadriceps femoris muscle ; hyperesthesia in a band on 
the right side of the abdomen and widely over the left side 
of the chest and the left upper arm ; hypoxsthesia of the left 
hand, extending on to the left forearm ; spasm of the neck and 
back muscles; photophobia, pain on moving the eyes, and 
dizziness ; retention of urine ; and temporary diminution of 
the left knee and ankle jerks. The temperature, which was 
normal on admission, spiked to 100°F five days later and then 
showed fractional rises for a further week. 

Recovery was rapid. The hyperesthesia contracted to an 
area in the left axilla before disap ing, and about three and 
a half weeks after admission she could walk a few steps. Pain 
in the left knee without signs of arthritis occurred in con- 
valescence. Inability to walk on the toes of the left foot 
preceded final recovery, and she was discharged to convalesce 
six weeks after admission. 


In 4 patients showing inconsistencies of muscle action 
and of tendon-reflexes the illness was thought to be partly 
functional : 


A senior student nurse, with an excellent record, was 
admitted with pyrexia and headache and developed diffuse 
weakness in the left leg several days later; this became 
much worse three weeks after admission, when she walked a 
few steps. Two weeks later examination showed a largely 
paralysed and flaccid left leg with normal tendon-reflexes, no 
wasting, and intact sensation, with complaint of paresthesiz. 
A delay of a few seconds while the patient concentrated on her 
limb was a necessary preliminary to such small active move- 
ment as she could manage. Mentally the patient was aware 


of a lack of power to concentrate and to memorise, which was 
still a nuisance to her at the end of four months, when, mainly 
at her own request, she returned to duty. Her left leg had 
then largely recovered, although there was weakness on 
eversion of the foot for a further three or four months. During 
this period of recovery the left ankle-jerk was consistently 
brisker than the right one. 


Treatment was symptomatic. 


Laboratory Investigations 


Cerebrospinal fluid was examined from 9 cases and 
repeated in 5. One second specimen, obtained eight days 
after a normal and blood-free first specimen, contained 5 
polymorphs per c.mm. No other abnormalities were 
noted. Blood was examined from 10 cases in the early 
weeks of illness. A white-cell count of 9600 per c.mm. 
(87% polymorphs) in 1 case was the only abnormal 
finding. 

Electrical and electromyographic tests were made on 
3 patients from four to eight weeks from the onset of 
illness. Abnormal electrical findings suggesting partial 
denervation, though observed, were not considered 
conclusive. In the electromyograms a discrete pattern 
of action potentials on attempted voluntary movement 
of the affected muscles was consistently shown. 


Virus Investigations 


Samples of feeces were obtained from 5 patients during 
the acute stage of illness, and suspensions of these, 
bacteriologically sterile, were inoculated individually or 
as pools into newborn and adult mice, two monkeys, two 
guineapigs, and a rabbit, and into tissue-culture tubes of 
monkey testis, monkey kidney, and human embryonic 
skin and muscle tissue. The tissue-culture technique was 
based on that of Riordan et al. (1952) and Melnick and 
Riordan (1952). No viruses were isolated as a result of 
these tests. 

Serological studies were made on paired samples of 
serum obtained from 10 patients during the illness. 
Leptospiral aggfutination tests were negative. Comple- 
ment-fixation tests against lymphocytic choriomeningitis 
virus were negative ; against mumps virus | patient with 
a recent history of that disease showed a fourfold rise in 
antibody titre between the first and second samples of 
serum, but the others showed no evidence of recent 
infection. Neutralisation tests in mice against a strain 
of encephalomyocarditis virus were negative. Neutralisa- 
tion tests in monkey kidney tissue-culture based on the 
method of Bhedinko et al. (1952), using 100 tissue-culture 
infecting doses of virus against different dilutions of 
serum, showed no increased titres of antibody against 
any type of poliomyelitis virus during the illness. Similar 
neutralisation tests were made with serum from 9 of the 
staff who had not been ill but had all, like the patients, 
worked in the poliomyelitis wards. Of the 19 staff tested 6 
had antibody against the three types of virus, 10 had anti- 
body against two types, and 1 had antibody against one 
type only—an indication of probable past infection. The 
distribution of the neutralising antibodies is shown in 
table m. 2 nurses, both with considerable hospital 
service, had no demonstrable immunity 


TABLE II—DISTRIBUTION OF NEUTRALISING ANTIBODIES IN 19 
OF THE STAFF 


Types of poliomyelitis virus 


Neutralising titres 
of serum * 


* Reciprocal of final dilution of serum, 
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The numbers involved are too small to justify any 
general conclusions about antibody levels against the 
poliomyelitis viruses, but as a comparison similar 
neutralisation tests were made with a sample of gamma- 
globulin (250 mg. in 3 ml. of distilled water) prepared 
from a pool of 60 routine blood-donor sera at the Lister 
Institute of Preventive Medicine, London. In preparation 
the gamma-globulin was concentrated about twelve 
times compared with the original serum (M. E. Mackay, 


TABLE LIII-—-RESULTS OF NEUTRALISATION TESTS WITH 
GAMMA-GLOBULIN 


Types of poliomyelitis virus 


1 | 2 3 


Neutralising titres * of gamma- 


globulin 100 320 32 


| 
| 


* Reciprocal of final dilution. 


personal communication), and the results indicate some 
immunity against the three types of virus in a proportion 
of those whose serum was used (see table III). 


Discussion 


This outbreak of illness in a hospital staff, with 13 
reporting sick, developed towards the end of a busy 
poliomyelitis season and bore a resemblance to that 
disease. It was hard to be sure that any individual 
patient had not got mild atypical poliomyelitis ; but the 
cumulative picture, with various degrees of paresis in 12 
cases, the preservation of tendon-reflexes with only slight 
oceasional disturbance, the sensory phenomena, the 
consistently normal findings in the c.s.F., and the 
tendency to early and complete recovery, differed from 
classical poliomyelitis. The subsequent failure to isolate 
a poliomyelitis virus or to demonstrate a rise of serum 
antibodies to poliomyelitis made this diagnosis unlikely. 

It was felt that the clinical findings indicated an 
organic infectious disorder. In some cases there was an 
added functional element, and this stimulated much 
discussion on the importance of such factors in the out- 
break as a whole, but it seemed improbable that this 
alone would explain an illness in 13 of the staff, including 
senior and experienced members, within a short period. 
In addition a similar type of illness was prevalent in 
Coventry and a wide area of Warwickshire, being seen in 
patients admitted to hospital with a diagnosis of polio- 
myelitis. The accounts of other outbreaks confused with 
poliomyelitis support the possibility of alternative 
etiological agents. The transmission of infection to the 
staff appeared to be from multiple sources in the wards, 
and possibly in the nurses’ home. It was difficult there- 
fore to estimate the incubation period accurately. 

The virus investigations were undertaken primarily to 
confirm or exclude poliomyelitis. No viruses were 
isolated ; but the specimens, although adequate for their 
primary purpose, were not necessarily the most suitable 
for the isolation of other unknown viruses. Examination 
of throat washings and blood, particularly during the 
pyrexial phase, might have proved helpful. Apart from 
this, most of the staff tested had multiple antibodies 
against the poliomyelitis viruses in their serum. As a 
low level of circulating antibody is considered to offer 
protection against the development of poliomyelitis with 
paralysis, these results probably indicate that those 
investigated had a reasonable degree of immunity against 
this disease, and that the outbreak, whatever its cause, 
was not the result of infection by a poliomyelitis virus. 


Summary 
In a Coventry hospital which for a number of years 
has admitted cases of acute poliomyelitis an outbreak 
of illness occurred in which 13 of the 49 members of the 
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staff who were in contact with poliomyelitis patients 
reported sick. 

The clinical features included mild sore throat, 
headache, backache, pyrexia, and the almost constant 
development of paresis. Relatively rapid recovery was 
usual, 

Poliomyelitis was at first suspected, but the atypical 
clinical picture, the consistently normal findings in the 
cerebrospinal fluid, the failure to isolate poliomyelitis 
virus, and the absence of an increase of poliomyelitis 
antibodies in the serum made this diagnosis unlikely. 
The blood of most of those investigated showed low 
levels of antibody against one or more types ‘of polio- 
myelitis virus. 

The cause of the outbreak remains unknown. 

We are indebted to Dr. G. 8. Wilson and Dr. F. O. MacCallum 
for advice and encouragement; to Prof. P. C. P. Cloake, 
Dr. J. C. Heather, and Mr. J. H. Penrose for clinical help and 
advice; to Dr. J. Shulman for electrical and electromyo- 
graphic tests; to Dr. R. E. Jones and Dr. W. MacC. Wilson 
for help in other stages; and to Mr. P. A. Shepherd for 
assistance in the virus investigations. 
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FINGER CLUBBING 
VALIDITY AS A PHYSICAL SIGN 


D. A. 
M.B. Camb., M.R.C.P. 
SENIOR MEDICAL REGISTRAR, RADCLIFFE INFIRMARY, OXFORD 


Many authors since Hippocrates have described the 
physical sign of finger clubbing. and have listed the 
conditions with which it may be associated. Textbooks 
of clinical diagnosis seldom indicate that clubbing may 
be a difficult sign to assess, or that there may be doubt 
of its presence. They often include photographs of 
obviously clubbed fingers, and the inference is that the 
abnormality is easy to recognise. I describe here a small 
experiment designed to test the truth of this inference. 

In defining finger clubbing various authors have used 
the phrases: enlargement of the terminal phalanx, 
increased fluctuation of the nail-bed, thickening of the 
fibro-elastic tissues at the base of the nail, loss of the 
angle between the nail and the basal tissues, alteration 
of the curvature of the nail in its longitudinal and coronal 
planes, increase in longitudinal ridging, loss of longitudinal 
ridging, enlargement and thickening of the digital pulp, 
bulbous enlargement of the finger end, shiny appearance 
of the nail, short and broad terminal phalanx with over- 
hanging nail, stretched and shiny skin of the nail-bed, 
broad nail and warmth of the finger-tip, and cyanosis 
of the finger. 

Of these features only obliteration of the angle between 
the nail and the nail-bed, which is normally less than 
180°, can be easily and precisely defined. Lovibond 
(1938) is emphatic that this is essential, and Mendlowitz 
(1942) agrees that it is the first sign of clubbing. 


Present Study 


Twelve doctors and four medical students were asked 
to examine twelve patients and to record whether the 
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Fig. |~Of 16 observers 15 thought that this photograph of patient A’s 
finger showed 


fingers were clubbed or not. Four of the doctors were 
senior men of wide experience; four were medical 
registrars, each a member of the Royal College of 
Physicians ; and four were surgical registrars, each a 
fellow of the Royal College of Surgeons. The medical 
students had each had six months in the medical wards. 
The observers made their observations on the patients 
independently and without talking to them or examining 
them in any other way; but, inevitably, some of the 
observers already knew the diagnoses of some of the 
patients. When handing in their results the observers 
were asked to write down their definition of the term 
clubbing ; none knew beforehand that this would be 
required of them. 

In each patient one finger was selected for examination, 
so that the same finger should be examined by all the 
observers, who were also asked to repeat their examina- 
tions on unlabelled photographs (front view and profile) 
of the same fingers. 

The patients were not a random selection since they 
were chosen to show fingers which in the selector’s 


Fig. pattsinge sed B had severe and obvious chronic pulmonary heart- 

i 1S of the 16 observers thought 
hid wan 10 thought so when they examined 
this photograph. 


TABLE I—SIXTEEN OBSERVERS’ CONCLUSIONS ON TWELVE 
PATIENTS 


Number of Observers 


Clinical examination Photographic examination 


Absent Present Absent 


Crim 


Orne 


16 


opinion ranged from:obviously clubbed to normal. They 
were found without difficulty among 80 patients in three 
medical wards at one time. 


Results 
In their definitions all the four medical students 
included obliteration of the angle between the nail and 
nail-bed, but they showed no greater tendency to agree 


Fig. 3—Patient E had ad d cor lis and oxygen apparatus at 
the head of his bed: 7 persed csi “who had diagnosed clubbing of this 


finger from clinical examination did not think this photograph showed 
clubbing. 


among themselves than did the doctors, of whom only 
half mentioned this feature. Only three of the doctors 
defined clubbing identically: none of these included 
obliteration of the nail-bed angle, and each of the other 
definitions differed in some respects from all the rest. 

The results of the examinations are shown in table 1. 

No attempt has been made to define an arbitrary 
standard of significance, but it will be seen that the vote 
was unanimous in only 2 cases; in another 2 it was 
almost equally divided. The results in the other 8 cases 
lay at various points between these two extremes. On 
photography the results were slightly less decisive. 

Clinical and photographic examination gave different . 
answers in a quarter of all the observations (48 pairs out 
of 192). In 20 instances the observer detected clubbing 
in the photograph although he had decided against it on 
clinical examination, and in 28 instances the reverse 
was true, clubbing being diagnosed clinically but not 
photographically. 

Only one observer gave exactly the same answers on 
clinical and on photographic examination. 

It is difficult to compare the performance of, the 
four groups—experienced physicians, medical registrars, 
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TABLE II—-DIAGNOSES OF CLUBBED FINGERS 


Number of observers who detected clubbing 
Patient 
On clinical | On photographic 
examination only | examination only 
A 1 0 
B 5 0 
Cc 4 1 
D 1 1 
1 3 
F 3 2 
G 1 2 
I 1 | 1 
J 1 } 3 
K 1 | 3 
L \ 0 | 
Total } 28 20 
surgical registrars, and medical students—since the 


numbers are small and there are so few objective criteria 
by which they can be judged. The discrepancies were 
distributed fairly evenly among the groups. 

Table 1 shows that patients B and E were thought to 
have clubbed fingers much more often on clinical examina- 
tion than by photography (by five and seven observers 
respectively). It may be significant that these 2 patients 
had severe chronic cor pulmonale; both were blue, 
breathless at rest, and propped up in bed, and patient E 
had an oxygen apparatus at the head of the bed. These 
2 patients “‘ ought’ to have had clubbed fingers ; but, 
judged by their photographs, patient B was thought to 
have clubbed fingers by only ten of the sixteen observers, 
and patient E by only four. These findings suggest that 
some observers may have been consciously or uncon- 


sciously persuaded by the obvious clinical signs into 
diagnosing clubbed fingers. 


Discussion 

The validity of clinical signs has been examined by 
Fletcher (1952), who found considerable disagreement 
among eight experienced observers in the diagnosis of 
the physical signs of emphysema. The present study 
suggests that there are wide differences in the meanings 
attached to the term finger clubbing and in its diagnosis ; 
and that Trousseau’s (1870) statement that ‘‘ now there 
is no physician ignorant of what is meant by the expres- 
sion Hippocratic deformity of the fingers ’’ is perhaps no 
longer true. 

It seems reasonable to suggest that the physical sign 
of clubbed fingers is not always reliable, and that the 
borderline of doubt is wider than is usually recognised. 
With perfectly normal fingers or grossly clubbed fingers 
there may be agreement, but many patients have neither. 

Whether this disagreement matters is another question 
(Lancet 1954, Fletcher 1954); diagnoses are probably 
seldom made on the strength of the solitary finding of 
finger clubbing. But it does suggest that little time need 
be spent in debating whether or not a patient has clubbed 
fingers, in teaching or criticising students on the subject, 
or in attempting to grade degrees of clubbing. 


Summary 

Finger clubbing is defined in several different ways in 
writings on physical signs. The most precise definition is 
abolition of the angle between the nail and the nail-bed. 

When sixteen observers were asked to define clubbed 
fingers they did so in fourteen different ways. The results 
of their examination of 12 patients varied from unanimity 
to equal division. When the same observers examined 
photographs of the same fingers, the results were slightly 
less decisive. 

2 patients, blue, breathless, and with severe pulmonary 
heart-disease, were so much more often thought to have 
clubbed fingers when examined at the bedside than by 
photography that conscious or unconscious bias was 
thought to have influenced the diagnosis. 


It is suggested that clubbing is often an unreliable 
sign, and that the borderline between the extremes is 
wider than is usually believed. 


I am grateful to Dr. A. M. Cooke for his advice and criticism, 


to Dr. F. I. Caird for his help, and to the sixteen observers for 
their coéperation. 
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PROLONGED APNC@A AFTER 
SUXAMETHONIUM 


A CASE STUDY OF PSEUDOCHOLINESTERASE 
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B.Sc. Lond. 


RESEARCH ASSISTANT, ST. BARTHOLOMEW’S HOSPITAL 


W. K. Stack 
M.R.C.S., D.A. 
ANZSTHETIC REGISTRAR, WHIPPS CROSS HOSPITAL 


THE rarity and surprise encounter of prolonged apnea 
after suxamethonium (succinyldicholine) have impeded 
its detailed study. We therefore welcomed the oppor- 
tunity to investigate a patient who was found by chance 
to be hypersensitive to this drug, and to have a low 
pseudocholinesterase level, at the commencement of a 
course of electroconvulsive therapy (E.C.T.). In a series 
of about 200 patients undergoing this treatment, he was 
the first to show this hypersensitivity. We examined : 

(1) The relation of the duration of apnoea to (a) graded 
doses of suxamethonium, and (b) the pseudochclinesterase 
activity before and after its artificial elevation. 

(2) The reliability of a 10 mg. test dose of suxamethonium 
in detecting liability to prolonged apnea with subsequent 
effective doses. 

Methods 
Cholinesterase Activity 

The pseudo and true cholinesterase activities were deter- 
mined in serum and in laked and washed red cells respectively, 
using the manometric method described by McArdle (1940). 
This technique measures the CO, liberated from a bicarbonate 
buffer by the products of ester hydrolysis. The activity of the 
solutions is expressed as zl. of CO, formed per minute by 1 ml, 
at 37°C. For the estimation of pseudocholinesterase activity 
the serum was in a final dilution of 1 in 15 with 8 mg. of acetyl- 
choline chloride per ml. as substrate. The true cholinesterase 
activity was determined in a final 1 in 75 dilution of packed, 
washed, and laked red cells with 0-8 mg. per ml. of the same 
substrate. The activity of the concentrated solution of human 


pseudocholinesterase was in final dilutions of 1 in 
1500, 


Electroconvulsive 

Premedication was with atropine sulphate (gr. */,99) one 
hour before treatment. Narcosis was induced by intravenous 
injection of thiopentone (0-25 g.) and this was followed fifteen 
seconds later (to exclude frank respiratory depression from 
the barbiturate) by the appropriate dose of suxamethonium 
chloride from another syringe but through the same needle. 
Apnoea was controlled immediately by aided respiration with 
100% oxygen for four to five respirations. The face-piecé 
was then removed and a rubber gag was inserted between the 
teeth just before the delivery of the shock by the stimulus of 
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six seconds from an ‘ Ectron’ apparatus. On the cessation of 
the modified convulsion, controlled ventilation was resumed 
until spontaneous respiration returned. 


Observations 

The patient, a robust confectioner, aged 54, was 
admitted to the psychiatric unit, Whipps Cross Hospital, 
on Dec. 12, 1953, with an increasing depressive psychosis. 
He complained of frustration, depression, and apprehen- 
sion, with marked introspection and obsessions. His 
previous physical and mental health had been excellent, 
apart from a nervous breakdown seventeen years ago. 

Examination revealed a fit man. His blood-pressure 
was 140/85 mm. Hg. His weight was 12 st. 5 lb. The 
teleoradiogram and electrocardiogram were normal. His 
hemoglobin level was 14-8 g. per 100 ml. 

; Following the abnormal response to suxamethonium, 
given for the first of a course of 6 treatments, the following 
investigations were performed : 

Liver-function tests revealed nothing abnormal (serum- 
albumin 4-3 g. per 100 ml. ; serum-globulin 2-3 g. per 100 ml. ; 
cephalin-cholesterol flocculation test, no flocculation after 
forty-eight hours; thymol-turbidity test 1 unit; serum- 
bilirubin 0-3 mg. per 100 ml. ; and serum alkaline phosphatase 
8 King-Armstrong units) except for a pseudocholinesterase 
activity of 45 units (normal values, 55 to 120 units) ; the true 
cholinesterase activity of the red cells was normal (127 units), 
as were the serum-potassium (5:1 m.eq. per litre) and the 
serum-calcium (5:3 m.eq. per litre). 

Table 1 shows a direct relation in our patient between 
the dose of suxamethonium and the duration of apnoea 
after the initial test dose and 5 of the larger doses given 


TABLE I—-DOSE OF SUXAMETHONIUM CHLORIDE IN RELATION 
TO LENGTH OF APNEA 


Pretreatment doses 
Suxamethonium 
chloride (mg.) 10 30 40 50 | 60 |! 75 


before E.c.t. It has to be pointed out that these results 
cannot be strictly compared with those from the similar 
investigation by Evans, Gray, Lehmann, and Silk 
(1953). Their end-point of apnoea was the first movement 
of the respiratory muscles, In the present work, where 
an electric shock was administered, we found it more 
convenient to use as this index the complete return of 
chest movement. Our values for the duration of apnea 
are therefore slightly higher than they would have been 
by the previous method. 

The normal response to a dose of 50-75 mg. of suxa- 
methonium chloride varies from two to four minutes of 
apnea. It will be noted that in our patient the response 
was significantly prolonged. Yet a test dose of 10 mg. 
would have failed to reveal this hypersensitivity. This 
observation was made repeatedly, and on each occasion 
10 mg. produced respiratory inhibition but the dia- 
phragmatic component of respiration remained visible. 

As it was considered that a further course of £.c.T. 
might become necessary, possibly at another hospital, 
we were asked whether this would be a safe procedure. 

To exclude the possible influence of §B.c.T. on the 
prolonged apneea after 75 mg. of suxamethonium chloride 
and to ascertain whether the low level of pseudocholin- 
esterase (49 units at that time) was indeed responsible, we 
injected 75 mg. of suxamethonium as in the usual 
procedure but without immediate £.c.t. The duration of 
apnoea was nine minutes. We then raised the pseudo- 
cholinesterase level to 91 units by the injection of 117,000 
units (9 ml.) of pseudocholinesterase and we again 
administered 75 mg. of suxamethonium. The apneic 
response was then reduced to four and a half minutes 
while the previously observed fasciculations were almost 
absent. On the patient's full recovery ten minutes later 


TABLE II-—-PSEUDOCHOLINESTERASE LEVELS BEFORE AND AFTER 
INJECTION OF PSEUDOCHOLINESTERASE 


Apnoea (min.) Pseudo- 
Déte after x cholinesterase 
suxamethonium (normal, 
chloride 55-120 units) 
Dec. 14, 1953: 1 day after first 
E.C,T, o's 45 
Dec. 21: During treatment “> | 43 
Jan. 11, 1954 : 
Before injection 9 49 
3 min. after injection (117,000 
units) .. 4"/, 91 
10 min. after injection ‘A 88 
Jan. 20: 9 days after injection. . we | 55 


we injected 40 mg. of suxamethonium chloride for 
relaxant—modified £.¢.1. On this occasion a dose of 40 
mg. produced no definite apnoea and the shock convulsions 
were very poorly modified, 

Table 11 summarises the pseudocholinesterase values 
at various stages before and after its intravenous adminis- 
tration. 

Apart from the academic interest of these observations, 
they enabled us to reassure the psychiatrist that the 
abnormal responses observed were entirely due to the 
low pseudocholinesterase level, and were unlikely to 


recur if'a dosage of 50 mg. suxamethonium was not 
exceeded. 


Discussion 

The importance of low pseudocholinesterase activity 
in the development of prolonged apna from suxa- 
methonium has been stressed (Bourne et al. 1952, Evans 
et al, 1952, 1953). Indeed, Evans et al, (1952, 1953) 
showed not only that there is an inverse relation between 
the pseudocholinesterase level and the duration of 
apnea from suxamethonium but also that the intra- 
venous administration of pseudocholinesterase can both 
shorten the duration of apna (in humans) and reverse 
established apnea (in rabbits). Our present results show 
that a direct relation exists between increaging doses of 
suxamethonium and the duration of apnoea, and further 
justify the conclusion that the latter, if prolonged, may 
be due to low pseudocholinesterase activity. We have 
also explored the value of a routine 10 mg. sensitivity 
test dose (Morgan and Calvert, unpublished data) of 
suxamethonium chloride, as judged by its ability to 
suppress respiration. The limitations of this test are, 
however, ayparent ; for in the present patient, who had 
only a moderately reduced pseudocholinesterase activity, 
it was necessary to administer a dose greater than 40 mg. 
to induce prolonged apnea. 

Certain considerations are obligatory before adminis- 
tering a large dose of suxamethonium. Thus Forbat, 
Lehmann, and Silk (1953) have focused attention on 
liver damage, undernutrition, cachexia, and contact with 
cholinesterase inhibitors as causes of low pseudocholin- 
esterase activity. But in assessing liver function it 
has been shown (Vorhaus, Scudamore, and Kark 1951, 
Wilson, Calvert, and Geoghegan 1952) that pseudocholin- 
esterase activity can at times provide a more sensitive 
index of deranged function than the conventional tests. 
The latter therefore cannot be relied upon for indirect 
information on the activity of thisenzyme. Even among 
apparently healthy persons, like our present patient one 
may occasionally encounter an unsuspected reduction in 
pseudocholinesterase activity. : 

It has become increasingly recognised that a 30-50 
mg. dose of suxamethonium chloride is adequate for the 
various procedures (Richards and Youngman 1952) for 
which this drug has gained popularity. Observations 
(Calvert and Morgan 1954) on suitable dosage for modified 
electroplexy agree with those of other workers for 


muscular relaxation (Hodges 1953, Franks 1953) and 
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for endotracheal intubation (Foldes and MeNall 1953) 
during anesthesia. We reiterate their pleas for a reduc- 
tion of the dose below the 50-100 mg. usually advocated. 
This will reduce the incidence and duration of this major 
complication. 

Factors other than low pseudocholinesterase activity 
may at times cause prolonged apnoea following the 
administration of suxamethonium (Wallemacq 1953, 
Evans et al. 1953, Forbat et al. 1953). These too require 
careful consideration, and recently Walker (1954) has 
again emphasised this approach. 


Summary 


A patient undergoing electroconvulsive therapy had 
an unexplained moderately low pseudocholinesterase 
activity. Prolonged apnea following administration of 
suxamethonium chloride was observed only with doses 
above 40 mg. As a test for sensitivity, a dose of 
10 mg. was not reliable in this patient who was only 
moderately hypersensitive. There was a close correlation 
between the dose and the duration of apnea. When 
the plasma-pseudocholinesterase level was raised from 
49 to 91 units, the apneic response was reduced from 
nine to four and a half minutes. 


We are greatly indebted to Dr. George Sommerville for 
permission to examine his patient ; to Dr. Frankis T. Evans 
for discussion of this paper; and to Dr. Deane K. Morgan 
for his association with us in earlier investigations. The 
preparation of pseudocholinesterase used (‘ Cholase’) was 

rovided by courtesy of Dr. E. B. Maclean of Cutters 

boratories, California, U.S.A. 
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Medicine, University of Edinburgh 


TuHE two factors which dominate the clinical picture 
and determine the prognosis in portal hypertension 
secondary to chronic hepatic disease are the incidence 
and severity of bleeding from dilated veins in the 
cardio-csophageal region and the functional efficiency 
of the liver. Relief of alimentary hemorrhage may be 
secured in a proportion of cases by portacaval or spleno- 
renal venous anastomosis—operations which lower the 
portal venous pressure and divert the portal blood from 
the varix-bearing area. In most instances a further 


effect of such operations must be a reduction in the flow 
of portal blood to the liver. This procedure has been 
shown to have adverse effects on the structure, powers 
of regeneration, and function of the normal liver in 


TABLE I-——-RESULTS OF HEPATIC-FUNCTION TESTS ON PATIENTS 
WITH NO EVIDENCE OF HEPATIC DISEASE 


Test Mean | 8.D. Range 
r 100 
Total 6-45 | + 0-52) 5-75-7-12 
Albumin 4:29 | + 0-50! 3-44-5-10 
Globulin 2-26 | + 0-24) 1-73-2-57 
A/G ratio ow 1-92 | + 0-22 
Serum-bilirubin (mg. per 100 ml.) .. 0-67 | + 0-38} 0-20-1-40 
Alkaline (units per 
100 mi.) an 6-80 | + 3-70) 3-00-10-0 
free 
Cholesterol ratio total x 100 22-70 | + 4:00 
Serum-cholinesterase (A pH per hr.) 0-82 | +0-09)| 0-68-0-97 


animals (Hooper and Whipple 1917, Mann 1940), in 
particular on the ability of the liver to synthesise albumin 
(Knutti et al. 1937). Were similar effects to follow the 
diversion of the portal stream from the cirrhotic liver of 
man, operations of this nature for the prevention of 
hematemesis would be of doubtful value. 

No detailed evidence is yet available of the biochemical 
effects of portal-systemic venous anastomosis in patients 
considered suitable subjects for operation. We report 
here the results of certain tests of hepatic function before 
and after operation in patients with intrahepatic portal 
obstruction observed in the professorial surgical unit of 
the Royal Infirmary, Edinburgh, in the seven years ended 
March, 1953. 

Methods 

The following tests of hepatic function have been used : 

(1) Plasma-proteins : micro-Kjeldahl method. 

(2) Serum-bilirubin : method of Haslewood and King (1937). 

(3) Alkaline phosphatase ; method of King (1951). 

(4) Serum-cholesterol : total cholesterol by the method of 
Sackett (1925), and free cholesterol by that of Clarke and 
Marney (1945). The cholesterol ratio was expressed thus: 

Free cholesterol 
Total cholesterol * 190. 

(5) Serum-chclinesterase ; method of Michel (1949). 

estimations were made by Dr. I. D. E. Storey. 


The normal range for each. of these tests was determined 
on single random samples taken from 21 hospital patients 
with no evidence of hepatic disease (table 1). The test 
which was most consistently abnormal in hepatic cirrhosis 
and showed the greatest change after operation was the 
fractionation of the plasma-proteins, and from a study 
of the standard deviation of the estimations on aliquots 
of the same normal plasma (table 11) it was considered 
that a difference of more than 12% between two results 
could be taken as significant. 

Controls.—To determine whether any changes in serial 
tests of hepatic function which might occur after portal- 
systemic venous anastomosis were attributable to devia- 
tion of portal blood from the liver, control observations 
were made in three groups of cases: (1) cases of intra- 


These 


TABLE II—RESULTS OF REPEATED ANALYSIS OF SAME SAMPLE 
OF POOLED PLASMA FROM HEALTHY PEOPLE 


Mean of 8.D. 
Plasma-proteins 8 determinations 8.D. 
(g. per 100 ml.) 
Total 6:20 + 0-19 + 3 
Albumin .. 4-15 + 3 
Globulin .. 2-05 + 0-10 + 5 
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PLASMA-ALBUMIN 


( g. per 100 mi.) 


N 


© CIRRHOSIS 
© HEPATOLIENAL FIBROSIS 
i LL J 
1 L 3 4 5 10 
YEARS 
Fig. |—Plasma-albumin levels in 9 cases of portal hypertension with 


hepatic disease under observation and medical treatment for more 
than a year. 


hepatic portal obstruction kept under observation and 
medical treatment for one or more years; (2) cases 
without clinical or biochemical evidence of hepatic 
disease submitted to major operations which did not 
‘directly affect the portal flow to the liver; and (3) cases 
of hepatic cirrhosis in which the operations were similar 
to those in group 2. 


Results 


Changes in Hepatic Function Tests in Cases of Chronic 
Hepatic Disease under Observation and Medical Treatment 
for One or More Years 

This group consisted of 9 cases, of which 4 were post- 
hepatitis cirrhosis, 2 were cirrhosis of unknown origin 
with retention of fluid, and 3 were cases of hepatolienal 
fibrosis. _ In this syndrome the splenic and hepatic 
changes are essentially similar to those in cirrhosis, but 
when the disease first becomes manifest the spleen is 
usually much enlarged and the liver but slightly affected. 
Its incidence is at an earlier age than ‘“ primary ’”’ 
cirrhosis, and no causal factor is discoverable in the 
past history. These cases were observed for periods of 
from one to 
nine years be- 
fore operation. 
Treatment 
consisted in a 
good mixed 
diet and, in 
most cases, 
iron by mouth. 
Thechanges in 
the plasma- 
albumin levels 
are shown in 
fig. 1, from 
which it can be 
seen that, 
whereas 
the plasma- 
albumin level 
may befavour- 
ably affected 
by long-con- 
tinued medical 
treatment, the 
alterations 
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Fig. 2—Changes in plasma-protein level, packed 
cell volume, serum-bilirubin level, and choles- 


tero! ratio after gastrectomy in a patient 
with a normal liver. 


it are consis- 
tent, whether 
the trend is 
downwards or 
upwards; 


there are neither sudden nor erratic changes. Hence it 
may be assumed that in such cases the plasma-albumin 
level is relatively constant over short periods, and that 
any sudden changes which may be demonstrable after 
surgical or other procedures cannot be ascribed to the 
progress of the disease alone. 

Similar conclusions may be drawn from the studies 
of Post and Patek (1943) and Ricketts et al. (1950) on 
the progress of the biochemical picture in patients with 
hepatic decompensation during long-continued medical 
treatment and from our own observations over a period 
of eighteen months in a patient who survived splenic 
arterial ligature for that time. 


Changes after Operation in Patients with Normal Livers 

Observations were made on 6 male patients, in whom 
there was no clinical or biochemical evidence of hepatic 
disease, before and after such operations as partial 
gastrectomy and bilateral inguinal herniorrhaphy. In 
5 cases the 
liver was in- 
spected and 
found to be 
macroscopic- 
ally normal, 
and in no in- 
stance was the 
convalescence 
interrupted by 
any important 
complication. 
The character- 
istic changes 
after opera- 
tion areshown 
in fig. 2, but y 
for compara- 2 
tive purposes 
the data are 
most conveni- 
oy ee Fig. 3—Changes in plasma-protein level, packed 

cell volume, and cholesterol ratio after partial 

ables of the my in a_ patient with hepatolienal 
preoperative fibrosis whose spleen had previous! ' d 
figures under 
three heads: maximum deviation in units, percentile 
variation, and the date of the return to the preoperative 
level (table 11). 
Changes a Operation not Directly Affecting Portal 
Blood-flow the Liver in Patients with Cirrhosis 

Data have been obtained from 3 patients with chronic 
hepatic disease before and after operation (laparotomy 
and division of adhesions 1; laparotomy 1; partial 
gastrectomy 1). The changes in the patient who under- 
went partial gastrectomy are shown in fig. 3. The mean 
comparative data from the whole group are tabulated 
as ‘“ cirrhosis control operations ’’ in table m1 and show 
that the plasma-albumin level fell by a greater amount 
than after major operation in patients with healthy 
livers, and took materially longer to regain its pre- 
operative level. 
Effect of Operation on the Portal System in Patients with 
Portal Hypertension and Chronic Hepatic Disease 

The immediate effects of operation on the behaviour 
of the plasma-protein and serum-bilirubin levels, the 
cholesterol ratio, and the serum-cholinesterase activity 
were observed either together or severally in 16 patients 
with intrahepatic portal obstruction on whom the 
following operations were done : 


Splenectomy + limited ph my 
Splenectomy + splenorenal anastomosis . 
Portacaval anastomosis ve 


Data from a patient submitted to splenectomy alone 
are shown in fig. 4. Table m1 shows that, whereas the 
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Fig. 4—Changes in plasma-protein level, packed cell volume, serum- 
bilirubin level, and cholinest ivity during four years before 
and two years after spl y inap with hep ienal 
fibrosis. * indicates readings made three years and eight months 
before operation. 


maximum deviation in the plasma-albumin level was 
within the normal range, the time taken for it to return 
to its preoperative value varied greatly but was con- 
sistently longer than in the healthy controls. The 
plasma-globulin level tended to rise more slowly. The 
changes in the serum-bilirubin did not differ from the 
normal, but in 2 cases the serum-cholinesterase activity 
fell to 46% and 49% of the preoperative value on the 
seventh and the tenth days after operation and returned 
to its original level sixteen weeks and ten weeks later 
respectively. 


TABLE III—COMPARATIVE DATA FROM PATIENTS WITH NORMAL LIVERS SUBMITTED TO MAJOR OPERATIONS AND FROM 
PATIENTS WITH CHRONIC HEPATIC DISEASE SUBMITTED EITHER 
DIRECTLY AFFECTING THE PORTAL SYSTEM 


The progress of 1 of the 3 patients observed after 
splenectomy and limited cesophagogastrectomy is shown 
in fig. 5. In this group differences from the postoperative 
progress of patients with normal livers were evident in 
the greater fall in the plasma-albumin concentration, the 
delayed return to the preoperative level, and in the 
increased cholesterol ratios and bilirubin concentrations. 

Representative records of the 9 cases observed before 
and after portal-systemic venous anastomosis (5 spleno- 
renal and 4 portacaval) are illustrated in figs. 6 and 7. 
The comparative data (table m1) show that both the fall 
in the plasma-albumin and the rise in the plasma-globulin 
concentrations are greater than after operation in patients 
with normal livers, and that the times taken to return 
to the preoperative levels vary widely but are consistently 
longer than the normal range. 

The late effects on the results of hepatic function tests 
of all operations for portal hypertension in patients with 
cirrhosis and intrahepatic portal obstruction are shown 
in table 1v. Operation in these cases had no permanently 
disabling effect on hepatic function, the differences in 
the various tests before and at a year or more after 
operation being slight and not statistically significant. 
In table v the results of the same tests before and a year 
after operation are analysed according to whether the 
operation was splenectomy alone or a form of portal- 
systemic venous anastomosis. Again it is evident that 
there is no statistically significant difference in hepatic 
function judged by the results of these tests before and 
a year after operation, irrespective of whether the portal 
blood-flow is deliberately diverted into the systemic 
circulation or not. 

Four cases have been observed for more than a year 
before and after operation. Representative examples of 
these cases are illustrated in figs. 4 and 8. 


Case 1.—A man, aged 42, had been diagnosed as having 
hepatolienal fibrosis in 1942, Hematemesis occurred in 
1945, 1947, and 1951. At operation the diagnosis was 
confirmed, but the splenic vein was found to be calcified 
and unsuitable for anastomosis. Splenectomy alone was 
performed. The patient returned to full employment but 
experienced a further hematemesis in October, 1952, from 


TO SIMILAR OPERATIONS OR TO OPERATIONS 


Plasma-albumin Plasma-giobulin Bilirubin Cholesterol ratio 
Maximum Maximum Maximum Day Maximum © 
deviation Day of deviation Day of deviation of re- deviation (Day of 
— No. — return return _ turn | return 
to | to to to 
preop preop. |y pre- preop. 
g. per g. per ng.pe ° 
100 mi.) % |Day| level | ml. % |Day) level % Day| % level 
Normal .. .. | 7 | Mean | —0-86 | --20 | 5-6 | | +27 | 2-3 +52| 3 +12] 7 
—0-5 to}12—25) 3-7 +0-2 to; 10-49 | 1- wh ~ 5- 
—1-2 +1:12 +10 | +43) | 
Ctrrhosis : 
Control 3 |Mean | —1-37 | —32 +09 | +31 | | 
operations 42 to 140 42 to | 
Range} —0-7 to/21—52) 6-7 +0-1 to} 3-100 4-14; >90 | 
—2-5 +18 | | 
Splenectomy .. | 4 |Mean | —0-8 | —24 40-71} +24 | 13 |8 mos.) +0-45/ +100 
70 to to | 9-10 | 
Range! —0-6 to 20-29) 5-9 | > 1 yr. | +0-3 to) 8-50 5-23) >2 yr.| 0 to 0-400) 2-7 
(Esophago- 3 |Mean | —1-10 13 +0°5 17 +234) 1 13 | +11-3) +51 10 
Range} —0-6 0-3 to 8-30 (7-15 1-3 to | 118— | 1-2 12-14. +6 to) +27to’8 14 
—1-4 1-7 | 350 | +17 | +89 
Lienorenal 5 |Mean | —1-10| 9 +1:11] +62) 7 +0-3 | +32! 1 } 
anastomosis 60 to 0 to } 
Range| —0-9 to 25—44/4-13 150 +0-5 to/21-111/4-10) >2 yr.) 0 to |0-100 2-10 
~—1-62 +2-02 +08 | 
Portacaval 4 |Mean | —1-15| 9 +102) +41 | 14 +0-75| +89/ 3 
anastomosis 30 to 30 to | 
Range} —0- 23-40\7-14) >200 | +0-7 to! 20-57 |7-22 2 yr. | 0 to 0-300) 2-7 | 7-8 | 
—1-53 +14 
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TABLE IV—-HEPATIC-FUNCTION TESTS BEFORE AND AFTER OPERATIONS FOR PORTAL HYPERTENSION IN PATIENTS WITH 
CHRONIC HEPATIC DISEASE 


1 year after operation 


More than 2 years after operation 


Before 
operation 


After 
operation 


No. of 
cases 


Before 


After 
operation 


operation 


Plasma-proteins (g. per 100 ml.) : 
Total 
Albumin .. 

Globulin .. 

Serum-bilirubin (mg. per 100 ml.) .. 


Alkaline phosphatase (units per 100 ml.) .. 14-1 
| (range 4—66) 


| 


9 8 5: 
‘5 63 { 3: | 
3 9 \ 2. 
8 4 0- 


18-2 
(range 4-66) 


14:8 16-4 
(range 4-45) (range 6-45) 


the effects of which he died. The changes observed are 
shown in fig. 4. 

Case 2 (Dr. R. D. Lawrence’s case).—A woman, aged 27, 
contracted acute hepatitis in 1940 while working with tetra- 
chloro-ethane in the W.A.A.F. She gradually improved 
under medical treatment. In 1946 she had three episodes 
of hematemesis. Splenectomy, left nephrectomy, and end-to- 
end splenorenal anastomosis were performed on Dec. 23, 1946. 
Three months after the operation the patient again became 
jaundiced, but she recovered without further incident until 
October, 1952, when she reported mild melena. The results 
of the hepatic function tests in the early preoperative and 
late postoperative periods (fig. 8) were provided by Prof. 
C. H. Gray from the biochemical laboratory of King’s College 
Hospital, London. 

The feature which is evident from the charts and was 
common to all the cases is that after the immediate 
postoperative phase there was no deterioration in the 
results of the hepatic function tests, or any persistent 
regression when improvement was already apparent 
before operation. 

Discussion 

Since the changes in the plasma-albumin and plasma- 
globulin levels during the postoperative phase are 
consistently in opposite directions, they cannot be attri- 
buted solely to physical causes such as the coincident 
changes in volume of the circulating blood-plasma. 
There is evidence that they are not due to deprivation 
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bilirubin level, and cholesterol ratio after splenectomy and limited 
Pp trectomy in a patient with cirrhosis of liver. 


of food, for Wilkinson et al. (1951) reported that the 
changes could not be reproduced in controls who were 
starved but were not’submitted to operation. Therefore 
the assumption that they are a metabolic consequence 
of operation appears to be justifiable. 

The fun- 
damental 
importance 
of the liver 
in protein 
metabolism is 
now accepted. 
It has been 
established 
from experi- 
ments on ani- 
mals (Kerr et 
Whipple 
1948, and 
others) and 
from obser- 
vations on 
hepatic 
man (Snell -5 O 5 10 15 20 
1935, Foley DAYS 
et al. 1937, Fig. 6—Changes in plasma-protein level and packed 
Tumen and _ cell volume after splenorenal anastomosis in a 
Bockus 1937, patient with cirrhosis of liver. 
and others) 
that, except in states of prolonged starvation or loss of pro- 
tein by abnormal routes, the plasma-albumin level is a 
measure of the capacity of the liver to synthesise protein. 
In none of the present cases followed through the imme- 
diate postoperative period was retention of fluids or gross 
malnutrition conspicuous, but in all the liver was diseased. 
Two inferences appear to be justifiable: (1) the hepatic 
condition was primarily responsible for the subnormal 
preoperative levels of plasma-albumin ; and (2) when other 
factors have caused a sudden depletion of plasma- 
albumin, the time required for it to return to its previous 
level is an indication of the functional capacity of the 
liver. 

Rosenthal and Bourne (1928), Bollman (1929), 
Goldschmidt et al. (1937), and Tagnon et al. (1948) 
have reported toxic effects on the liver from the prolonged 
administration of such anssthetics as chloroform, ether, 
and ethylene, even when care is taken to maintain a 
normal blood-oxygen content. In the present operations 
thiopentone was used for induction, and nitrous oxide, 
or cyclopropane, and oxygen for maintaining anesthesia. 
Muscular relaxation was obtained by the injection of 
either tubocurarine or gallamine. The constancy of the 
technique gives grounds for the assumption that any 
effect exerted by the anesthetic agents on the liver 
would vary very little from case to case. The rapidity 
with which the gases used disappear from the body after 
administration is stopped, and the relatively small 
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7—Changes in in level, packed cell 1 and 
serum-bilirubin level after portacaval anastomosis (end-to-side) in 
a patient with cirrhosis of liver. 


quantities required when used in conjunction with 
muscular relaxants, make it improbable that this effect 
is other than a slight one. 

Table 11 shows that, in the patients with cirrhosis on 
whom portal-systemic venous anastomosis was performed, 
the change in the plasma-albumin levels was greater 
than in the patients with normal livers and in the 
patients submitted to splenectomy alone, but was not 
greater than in the patients with cirrhosis submitted to 
operations not directly affecting the portal flow. The 
later incidence of the maximum deviation after anasto- 
motio operations may be related to the larger blood- 
transfusions given to these patients. On the other hand, 
the time which elapsed before the plasma-albumin 
returned to its preoperative level, whether within or 
below the normal range, was distinctly longer not only 
after portal-systemic venous anastomosis but also after 
splenectomy, partial gastrectomy, and even exploratory 
laparotomy in patients with hepatic cirrhosis than after 
similar operations in patients with normal livers. The 
recovery periods in each group are widely scattered, 
recovery actually being slowest in the group submitted 
to splenectomy, in which the initial change was least. 
From the inconsistency of these results and the wide 
variation in each group the only possible deduction is 
that all major operations in patients with hepatic 
cirrhosis are detrimental to the functional capacity of 
the liver, but that operations which cause diversion of 
portal blood from the liver have no greater adverse 
effects than other operations of similar magnitude. This 
impression is supported by the results of hepatic-function 
tests a year or more after the operation. Even when 


SERUM 

BILIRUBIN CELL VOL 
100ml.) 

1o 

uw 


10 127 


HH J 


| 


SPLENORENAL 
ANASTOMOSIS 


| 


uo an © 


GLOBULIN 


PLASMA ~ PROTEINS 
(9. per 100 ml.) 


- © 


i i 


3 4 5 
YEARS 


Fig. 8—Changes in plasma-protein and serum-bilirubin levels two years 
before and five years after splenectomy and splenorenal anastomosis 
in a patient with hepatolienal fibrosis: H, hamatemesis; J, 
jaundice. 
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the liver has been deprived of all portal blood by 
end-to-side portacaval anastomosis, the closely similar 
results of the preoperative and late postoperative tests 
show that there has been no detectable degree of harm 
done to the functional capacity of the liver. 

Postoperative rises in the serum-bilirubin level were 
noted in each group, but were much greater in the 
patients submitted to portacaval anastomosis or to splen- 
ectomy and limited csophagogastrectomy to whom 
larger blood-transfusions were given. In these circum- 
stances the serum-bilirubin level may not be a reliable 
indication of hepatic function, though its slower return 
to normal is probably significant. No such proviso 
attaches to the determination of serum-cholinesterase 
activity, which in 3 patients with cirrhosis showed after 
operation a decrease greater in degree and duration 
than was observed by us or by A. W. Wilkinson and 
I. D. E. Storey (personal communication) in patients with 
healthy livers. 

The behaviour of the plasma-globulin concentration 
after operation is more erratic than that of the plasma- 
albumin, but the direction of the primary change is con- 
sistently upwards. When the spleen has been removed, 
there is a tendency for the rise to be less and to be more 
gradual, but this tendency is obscured in table m1 by the 
very great increase in 1 case. Possibly this is an indi- 
cation that the fraction of globulin which increases after 
operation is formed principally in the spleen and the 
reticulo-endothelial system, its formation being at first 
slower, though ultimately no less than normal, when the 


spleen has been removed. 


TABLE V—HEPATIC-FUNCTION TESTS BEFORE AND A YEAR AFTER PORTAL-SYSTEMIC VENOUS ANASTOMOSIS AND 
SPLENECTOMY ALONE IN CASES OF PORTAL HYPERTENSION WITH CHRONIC HEPATIC DISEASE 


Portal systemic anastomosis 


Splenectomy alone 


Before 
operation 


1 year after 


Before 
operation 


1 year after 
operation 


operation 


Plasma-proteins (g. per 100 ml.) : 

Albumin .. 

Globulin .. 
Serum-bilirubin (mg. per 100 ml.) . 
Alkaline phosphatase (units per 100 ml.) .. 


3-92 + 0-60 
2:39 + 0-81 


0-68 + 0-38 
10-6 44:7 


3-84 + 0-64 
3°32 + 1:13 


0-96 + 0-69 
12:3 + 6-7 


3-18 + 0-59 
3-01 + 0:97 


1-08 41:3 
18:3 + 5°3 


3°38 4+ 1-01 
3°30 + 1°24 


0-87 40-74 
18-0 + 14:5 
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The crucial factor in the degree and duration of the 
postoperative reaction appears to be the functional 
capacity of the liver and not the type or duration of 
the operation or, within the limits of those used in this 
series, the anesthetic agent. When the functional 
capacity of the liver is already much reduced by disease, 
serious and often fatal deterioration may take place after 
any operation. This was recognised by Morison (1912), 
who laid down that omentopexy should not be considered 
for the relief of ascites unless the patient had survived 
at least two paracenteses, and is borne out by the 50% 
operation mortality reported by one of us (Macpherson 
1951).in a review of 14 patients with cirrhosis and ascites 
treated by portal-systemic venous anastomosis. 

The explanation of the difference between the results 
of portal-systemic venous anastomosis in patients with 
portal hypertension and hepatic cirrhosis and the 
experimental effects of Eck-fistula operations in healthy 
dogs probably lies in the observation made by Segall 
(1923) and repeated by McIndoe (1928) and Wilson (1951) 
that the regeneration nodules characteristic of cirrhosis 
of the liver are supplied almost exclusively by arterial 
blood. A great part of the liver is thus already adapted 
before operation to chronic portal deprivation, most of 
the portal blood returning to the systemic circulation 
through enlarged collaterals. This contention is supported 
by blood-flow studies, using hepatic-vein catheterisation, 
which showed a decrease in total hepatic blood-flow of 
no more than 25% after deviation of the whole portal 
stream from the cirrhotic liver in patients with intra- 
hepatic portal obstruction (Macpherson et al. 1949, 
Bradley et al. 1951). 


Summary 


Certain tests of hepatic function were performed 
immediately before and after operations for the relief 
of portal hypertension and before and after other 
operations in patients with cirrhotic and with normal 
livers, and the results were compared. In patients with 
portal hypertension and cirrhosis the results of pre- 
operative tests were also compared with those obtained 
one or more years later. 

- Diversion of the portal blood-stream from the cirrhotic 
liver does not seem to be followed by any greater 
deterioration in hepatic function than other operations 
of comparable severity in patients with cirrhosis. No 
material difference was detectable between the results 
of hepatic-function tests performed before and a year 
or more after operation in those patients who survived. 

The degree and duration of the changes shown by 
these tests during the immediate postoperative reaction 
appear to depend principally on the functional capacity 
of the liver before operation is undertaken, and to a 
much smaller extent on the operation performed. 
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ANTIDIURETIC ACTIVITY OF HUMAN 
URINE AFTER SURGICAL OPERATIONS 


V. D. EIsen 
M.D. Zagreb 


RESEARCH ASSISTANT, DEPARTMENT OF PHARMACOLOGY, 
MIDDLESEX HOSPITAL MEDICAL SCHOOL, LONDON 


A. A. G. Lewis 
B.Se., M.D. Lond., M.R.C.P. 
From the Department of Pharmacology and the Institute o 7 
Clinical Research of the Middlesex Hospital Medical Schoo 
and the Buckston Browne Research Farm of the Royal College 
of Surgeons 

Ir has been suggested that the oliguria which occurs 
after surgical operations is caused by the release of large 
amounts of antidiuretic hormone (A.D.H.) (LeQuesne and 
Lewis 1953, LeQuesne 1954). Many workers have 
claimed to have demonstrated the presence of this 
hormone in human urine under different circumstances, 
but none has done so by injecting it evegphesic gen. into 
the test-animal, which is considered the most reliable 
method (Ames and van Dyke 1952). The majority have 
relied on extraction or chemical preparation of the urine 
—procedures which might themselves introduce arte- 
facts. Cline et al. (1953) reported the presence of a.p.H. 
‘in human urine after operation, but in their experiments 
the test-animals were injected intraperitoneally—a 
method which has been shown to give non-specific 
results (Lewis 1953). In the present work an attempt was 
made to detect antidiuretic activity in postoperative 
urine by injecting it intravenously into the alcohol- 
anzsthetised rat without preliminary extraction or 
chemical preparation. Many of these urines were also 
injected intravenously into a diabetes-insipidus dog as 
a further check on the specificity of the results. Urines 
passed by normal persons after two known stimuli of 
the supraoptico-hypophyseal system—namely, dehydra- 
tion and smoking—were also tested for antidiuretic 


activity. 
Methods 

Male Wistar rats, each weighing about 200 g., were 
used, 5 ml. of 10% ethanol per 100 g. of body-weight 
was administered by stomach-tube at the beginning, 
followed thirty minutes later by 3 ml. per 100 g. of water 
or 2% ethanol. An indwelling needle was inserted into a 
tail vein or into the external jugular vein. Every five 
minutes 0-4<0-6 ml. of a glucose-electrolyte solution 
(20 ml. Ringer-Locke solution and 2-4 g. dextrose in 
100 ml. of distilled water) was given intravenously. The 
rat’s urine was collected from a polyvinyl tube tied into 
the fundus of the bladder, the volume being recorded 
every five minutes. About an hour after completing the 
preparation of this animal, the urine flow begins to rise, 
usually reaching a rate of 120-200 micro-litres per min. 
After a steady rate has been reached several doses of 
10-100 micro-units of ‘ Pitressin’ were injected intra- 
venously, the volume of glucose-electrolyte solution 
being adjusted so that the total amount of fluid given 
every five minutes was constant. The antidiuretic 
response was evaluated as the percentage reduction in 
urine volume in the ten minutes after the injection, 
compared with the ten minutes before it. Human urine, 
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40 
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i 20mU OOlm! 0-005 ml. 


19 24 58 


URINE FLOW 
(micre-litres per min ) 
w 


TIME (5-min. periods ) 
Fig. 1—Rat assay of a postoperative urine. P= injections of pitressin. 


U =injections of urine. Numbers above line = percentage reduction 
in urine flow resulting from each injection. 


before injection into the test-animal, was filtered, and 
diluted five to ten times. The antidiuretic response was 
evaluated as before. Repeated responses to a given 
amount of pitressin or urine were in close agreement. 

The course of a typical experiment in the rat is shown 
in fig. 1, which records graded responses to different 
doses of pitressin and different volumes of urine. 

The dog used for these experiments was a 25-kg. 
greyhound bitch, kindly prepared by Dr. Mary Pickford 


INJECTION 


URINARY 
CREATININE 


URINE FLOW 
( al per min.) 


nw Pp w 


5 
se 

ection 


MINUTES 
Fig. 2—Dog assay of a human urine showing antidiuretic activity. 
Lower : we line, response to pitressin; interrupted line, 
i of urine. Upper: creatinine levels and flow- 
rate of the sear s urine during response to injection of human urine. 


by section of the supraoptico-hypophyseal tracts and 
perineotomy. Since the “ normal interphase ”’ after the 
operation, this animal has drunk 3-5 litres of water daily. 
The specific gravity of random specimens of urine has 
always been less than 1005. At the start of each experi- 
ment, the dog was given 300-500 ml. of water by stomach- 
tube. Urine was collected by indwelling catheter in 
five-minute periods; when the volume had risen to 
4-5 ml. per min., pitressin or human urine was injected 
into the malleolar vein. Antidiuretic responses were 
evaluated whenever possible by comparing the urine- 
volume curves with those following two doses of pitressin 
given the same day (fig. 2). Positive responses to the 
injection of antidiuretic human urine were associated with 
a rise in urinary creatinine level and were due, therefore, 
to increased tubular water reabsorption. 

Preliminary experiments showed that no decay in 
activity occurred in human urines that were acidified and 
placed in frozen carbon dioxide for several days. 

Patients were instructed to empty the bladder at the 
time when the preoperative medication was given. 
Usually a specimen of urine could be obtained eight to 
twelve hours after the operation, and an aliquot of this 


was acidified and placed in a container in frozen carbon 


mg. per 100 mi.) 
Gia 
oe 


dioxide. Jn four cases urine was obtained at six-hourly 
intervals by indwelling catheter. 


Postoperative Urines 


Results 


In fig. 3 the log-dose response curve to different 


volumes of postoperative urine from one patient is seen 
to lie on the log-dose response curve to pitressin. Other 


postoperative urines 
behaved similarly, so 
the antidiuretic activ- 
ity of all the urines has 
been expressed in 
terms of pitressin. 
Twenty-four urines 
(from eighteen 
patients), each passed 
within twenty-four 
hours of the start of 
a surgical operation, 
were tested in the rat. 
Positive responses 
were obtained in 
twenty, the activity in 
terms of pitressin 
ranging from 0-3 to 
6-0 milli-units per ml. 
(table 1). Seven of 
these urines were 
tested in the dog, and 
the results were in 
general agreement 
with those found in 
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% FALL IN 10-min.VOL. 


PIT. 10 100 
URINE(mL) 001 002 004 006 
Fig. 3—Log-dose response curve to pitressin 
(P) from rat-assay. Responses to post- 
operative urine (©) in the same animal 
are also plotted. Abscissa: log-dose of 
pitressin wh micro-units (upper scale) and 


ative urine in mi. 


oan Note that the antidiuretic 
effects of the urine fit closely to the 
pitressin curve. 


the rat; urines that 
were antidiuretic in the latter were found to be active in 
the former also. Two postoperative urines were tested in 
the dog only and were found to be antidiuretic. Quanti- 
tation of the activity in the dog assay was more difficult 
than in the rat, since each response lasted much longer ; 
often a comparison could only be made with one dose 
of pitressin. 

From the results obtained by the rat assay of urines 
withdrawn by catheter, it is possible to calculate 
the approximate rate of excretion of the antidiuretic 


TABLE I—ANTIDIURETIC ACTIVITY OF POSTOPERATIVE URINES 
In 18 PATIENTS, EXPRESSED IN MILLI-UNITS OF PITRESSIN 


Rate of 
excretion 
(milli-units 
per ) 


per ml.) 


Operation 
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and orchidec- 


Retrograde pyclography (gen: 
eral an anesthetic) 
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>05 


dissection 
of cervical glands 
Undescended testis 


>1-0 


core 


Oren 


5 


In ‘the last two cases the serial numbers denote successive six- 
hourly catheter s In both cases the rate of excretion of 
antidiuretic substances was calculated, and it can be seen that 
there was high initial antidiuretic activity which steadily decreased 


twenty-four hours. 


60 
| 
74 35 68 
“(A 
Pe 
P 
20 ° Pp 
10 
| 
| 
| 
Laparotomy : : 10 
Ir ee 
IV 
Il 
ee 
av 


THE LANCET] 


ORIGINAL ARTICLES 


[aueust 21, 1954 363 


TABLE II—-ANTIDIURETIC ACTIVITY OF HUMAN URINE AFTER 
SMOKING EXPRESSED AS MILLI-UNITS OF PITRESSIN 


Rate of 
excretion 
(milli-units 
per min.) 


Dog assay 
(milli-uni' 
per ml.) 


o 


5 
8 


SOO 


activity, though some destruction probably occurs in the 
bladder. 

When urine which was antidiuretic on injection into 
both rat and dog was made alkaline with sodium hydrox- 
ide, boiled, cooled, neutralised, and injected into both 
again, it was found that the antidiuretic activity had 
been destroyed. This activity was also destroyed by 
treating the urine with 0-01 molar sodium thioglycollate 
(only the rat was used for this test). This destruction 
was complete only when thioglycollic acid in an 
(Hopkin & Williams Ltd.) was used, freshly neu 
and urine was in contact with it for one hour. 
Dehydration 

Urine was passed after twelve to fifteen hours’ absten- 
tion from fluids by two normal persons. No antidiuretic 
activity could be detected in two experiments using the 
rat as a test-animal. Large volumes of concentrated 
urine can be injected into the dog, but cause an osmotic 
diuresis, so in practice it is difficult to detect antidiuretic 
activity in low concentrations by this method. In four 
experiments on three normal persons, who had had 
nothing to drink for twelve to fifteen hours, it was found 
that the rate of excretion of antidiuretic activity was 
less than 2 milli-units per hr. in terms of pitressin. 
Smoking 

Nicotine is a convenient stimulus of the supraoptico- 
hypophyseal system, and a considerable release of anti- 
diuretic hormone invariably follows the inhalation of 
cigarette smoke when continued until the onset of severe 
malaise and nausea or vomiting (Chalmers and Lewis 
1951). 

ai healthy males (non-smokers), after diuresis had 
been established by drinking a litre of water, inhaled the 
smoke of one to three cigarettes until severe symptoms 
occurred. Urine was passed before smoking, and between 
fifteen and sixty minutes afterwards. All the urines 
showed considerable antidiuretic activity in both test- 
animals (table 1m). Urines passed during the diuretic 
phase before smoking had no antidiuretic activity, even 
when large amounts were injected (Eisen and Lewis 
1953). This activity is not due to the presence of nicotine. 
One subject, for instance, passed 25 ml. urine in the thirty 
minutes following the inhalation of smoke from one 
cigarette. 1-0 mg. of nicotine might have been absorbed 
in this case (Chalmers and Lewis 1951); and if all this 
had been excreted in this volume of urine, the urine 


would not have contained more than 0-03 mg. per ml. 


poules 
alised, 


TABLE IJI—ANTIDIURETIC ACTIVITY OF URINE FROM A HUMAN 


SUBJECT AFTER INTRAVENOUS INJECTION OF PITRESSIN, 
EXPRESSED AS MILLI-UNITS OF PITRESSIN 


Rate of 
excretion 
milli- 
per min.) | 

0- 


“45 


Rat assa 
(milli-units 
per ml.) 


Dose injected 
(milli-units) per ml.) 


This amount of nicotine was injected into the dog, with 
no response ; whereas the activity of 1 ml. of the urine 
corresponded to more than 1. milli-unit. In the rat 
nicotine reduces the urine flow only in doses which 
produce convulsions. None of the tested urines had such 
an effect. 


Intravenous Injection of Pitressin 
Antidiuretic activity could also be detected in the 


urine of a normal person after the intravenous injection 
of pitressin (table 11). 


Discussion 


The following facts favour the hypothesis that the 
antidiuretic activity of all these urines was due to the 
presence of antidiuretic hormone : 


1. The alcohol-anesthetised rat injected by the intravenous 
route is considered to be the most specific preparation available 
for detecting this substance, alcohol being an inhibitor of the 
supraoptico-hypophyseal system (Eggleton 1942, Ames and 
van Dyke 1952). 

2. The antidiuretic urines stimulated tubular water reab- 
sorption in the diabetes-insipidus dog after intravenous 
injection. It is most improbable that this could be due to 
an emotionally conditioned release of endogenous a.p.H. 
from a functioning remnant of the neurohypophysis. The 


animal used was highly trairted and accustomed to the proce- 
dures, and the injections were painless and produced no evi- 


dence of ‘any subjective disturbance. This does not rule out 
the possibility, however, of stimulation of the supraoptico- 
hypophyseal system by other substances in the urine injected. 

3. The responses in the two test-animal species were usually 
of a similar magnitude, 

4. In the rat the slopes of the dose-response curves to 
pitressin and to active urines were similar. 

5. The antidiuretic activity, like that of vasopressin, was 
destroyed by boiling with alkali and by sodium thioglycollate. 

6. Urines passed after stimulation of the supraoptico- 
hypophyseal system by nicotine showed a similar antidiuretic 
activity to the postoperative urines, though of a lesser degree. 

7, Antidiuretic activity similar to that found in post- 
operative urines pcecurred after the intravenous injection of 
large doses of pitressin into normal persons. 

The evidence for this activity being due in all these 
circumstances to the presence of A.pD.H. is, therefore, 
very considerable. It appears that a surgical operation 
is accompanied by the release of a large amount of a.pD.H. 
—very much greater than that provoked by moderate 
dehydration. Since the human neurohypophysis has 
been shown to contain as much as 14 units of vasopressin 
(Heller and Zaimis 1949), it is probable that the surgical 
procedure with its attendant trauma, emotion, and 
anesthesia provides a powerful stimulus for the release 
of a considerable part of this stored hormone. Under 
these circumstances it appears that the normal regulation 
of the output of a.p.H. by the tonicity of the extracellular 
fluid is in abeyance and the subject is unable to respond to 
increased water loads by increasing the volume of urine. 
Until this abnormal quantity of circulating a.p.H. has 
been removed, water diuresis cannot occur. It cannot be 
forced by administering large volumes of water intra- 
venously or by mouth. The administration of large 
volumes of water may then lead to water intoxication 
(LeQuesne 1954). 

Summary 

Urine passed in the twenty-four hours following 
surgical operations has been tested for antidiuretic 
activity by intravenous injection into the alcohol- 
anesthetised rat and a diabetes-insipidus dog. A large 
number of these urines showed antidiuretic activity in 
both species. Similar activity was detected in the urine 
after stimulation of the supraoptico-hypophyseal system 
by nicotine and after the intravenous injection of pitressin 
into normal persons. 

Urine passed after moderate dehydration showed no 
detectable antidiuretic activity. 
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Renin are given for sentiion this activity to the 


presence of a.p.H. Further evidence is provided for 
the hypothesis that postoperative oliguria is due to the 


release of A.D.H. 
We are indebted to Prof. C. A. Keele for advice during these 


experiments and for criticism of the manuscript ; to Mr. D. H. 
Patey and Mr. L. P. LeQuesne, of the department of surgical 
studies, the Middlesex Hospital, for facilities for this work ; 
and to Sister Rees and the nursing staff of this department 
for the collection of the specimens. This work was carried 
out by one of us (A. A. G. L.) partly during the tenure of the 
Saltwell research scholarship of the Royal College of Physicians 


and partly during the tenure of the Leverhulme research 
scholarship of the Royal College of Surgeons. 
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FALSE-POSITIVE SEROLOGICAL 
REACTIONS IN VIRUS PNEUMONIA 
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SEROLOGICAL reactions for syphilis may be positive 
in other diseases. Harrison (1952) lists eighteen such 
diseases, one of which is atypical pneumonia. Herzog 
and Pulver (1953) add a further fourteen ; and they report 
thirty-seven cases of pneumonia, with positive serological 
reactions, caused, they thought, by an unidentified 
virus. Many of the other non-sypbilitic causes of posi- 
tive serological tests are tropical diseases or infectious 
fevers, uncommon in general hospital practice in this 
country, where positive non-syphilitic reactions are 
comparatively rare. 

Such reactions are usually weak, and a strongly positive 
reaction is often regarded as being caused by syphilis 
unless proved otherwise. To avoid serious diagnostic 
errors, great care should be taken before diagnosing 
syphilis on a positive serological reaction without the 
supporting evidence of physical signs or a history of 
exposure to that disease. 


Date (1953) mann 


RESULTS OF SEROLOGICAL INVESTIGATIONS 


for 


We describe a case of pneumonia with an atypical 
history, in which positive serological reactions for 
syphilis were found and in which a diagnosis of syphilis 
was narrowly avoided. Further investigation showed 
that the pneumonia was caused by a virus of the 
psittacosis group. 

Case-record 

A schoolmistress, aged 24, was admitted to the Southern 
General Hospital on Jan. 14, 1953. Seventeen days previously 
she had begun to have headache, nausea, vomiting, and 
abdominal pain. These symptoms had abated over the next 
three or four days. After she had been in bed a week she was 
allowed up, but twice fainted. She went back to bed, but 
abdominal pain recurred intermittently and on the fourteenth 
day of illness she vomited many times. A cough developed 
on the seventh day and gradually became worse. On the 
sixteenth day she felt severe pain at the base of the left lung ; 
this pain was aggravated by coughing and deep inspiration. 
There was a past history of tuberculous adenitis of the neck 
in childhood, 

The patient’s tongue was coated by a white fur. There was 
no cyanosis. Pulse-rate 124 per min., respirations 29 per 
min., temperature 101°F. Freft basal eumonia was 
diagnosed clinically on the evidence of diminished expansion, 

impaired resonance, bronchovesicular breathing, and fine 
rales and occasional rhonchi at the left base. The heart was 
normal apart from tachycardia. No abnormality was found 
in the abdomen or central nervous system. The white blood- 
cell count was 25,000 per c.mm. (neutrophils 75%). The 
erythrocyte-sedimentation rate (E.S.R.) was 96 mm. in 
1 hour (Westergren). Radiography of chest confirmed the 
clinical diagnosis of left basal pneumonia. 

Treatment.—Crystalline penicillin 250,000 units six-hourly 
was given from Jan. 14 to Jan. 21, procaine benzylpenicillin 
1 ml. daily from Jan. 22 to Jan. 25. The pyrexia settled within 
two days, and by Feb. 5 resolution was complete clinically and 


_ radiographically and the E.s.R. was normal. 


Laboratory Investigations.—Serological reactions are recorded 
in the accompanying table. In addition, a rig esa -fixa- 


tion test for Q fever with antigen eae from Rickettsia 
burneti was negative, as was a Frei test 


Comment 


The course of this patient’s illness was compatible with 
psittacosis, in which gastro-intestinal symptoms are 
common early in the disease and pulmonary symptoms 
appear on the fifth day or later (Bedson and Hunter 
1952). The serological reactions, moreover, indicated 
a recent infection by a virus of the psittacosis group. 
No contact with birds was traced, but it is known that 
the virus may readily pass from man to man and sub- 
clinical attacks can occur. Failure to trace a source of 
infection does not therefore preclude a diagnosis of 
psittacosis. Psittacosis, although a virus. infection, 
apparently responds to penicillin (Turgasen 1944, Wolins 
1948, Tasker 1949) as did the infection in the present 
case. The main effect of the penicillin may have been to 
control secondary infection, which, in view of the high 
white blood-cell count, was almost certainly present. 


t-fixation tests 


lutina- 
Influenza sittacosis| tion tests 
lympho- for strepto- 
anuloma) coccus M.G. 


+ +++ w.R. 
Meinicke reaction, neg. 
Sac 


Meinicke 1 reaction, neg. 
Sachs-Georgi 


W.R.: fixation with more than 6 M.H.D. 
complement 


: fixation with 2 M.u.p. complement 
hs-Georgi reaction, weak pos. 


Neg. Neg. los. 400 Neg. 
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Our reasons for not regarding the positive serological 
reactions as evidence of syphilis are as follows : 


1. They were found in the course of an illness in which 
positive non-syphilitic reactions have been previously reported. 

2. No physical signs suggestive of syphilis were present. 

3. The patient denied exposure to syphilitic infection ; 
and she was a highly intelligent young woman who fully 
realised the dangers of inadequate treatment in this disease. 

4. Had the reactions been due to syphilis it is unlikely they 
would have become negative in.so short a time—although 
Rauschkolb and Cole (1949) reported that of 32 cases of 

primary seropositive syphilis treated with 4,800,000 units 
of penicillin calcium in white wax and oil, 8 became sero- 
as a by the end of the first month. 

. The Meinicke reaction was negative. The significance 
of “this reaction was emphasised by Jahnel (cited by Herzog 
and Pulver 1953), but it may occasionally be itive in 
non- syphilitic disorders. Herzog and Pulver (1953) found it 
positive in 8 of their 34 cases of atypical pneumonia; but it 
was strongly positive inonly 1. A —. or weakly positive 
Meinicke reaction therefore suggests that the disorder is 
not syphilitic. 


Summary 
A case of pneumonia due to a psittacosis-like virus is 
reported. Strongly positive serological reactions for 
syphilis were found on routine examination. 
The risk of erroneously diagnosing syphilis is pointed 
out. 


We thank Dr. E. G. Oastler for permission to publish this 
case-report ; Prof. J. W. Howie for his advice; Dr. W. B. 
Kyles for the confirmatory tests for syphilis ; Dr. N. R. Grist 
for the influenza, psittacosis, and streptococcus M.G. 
and Dr. B. E. Andrews for the Q-fever test. 
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17-KETOSTEROID EXCRETION IN A CASE 
OF MANIC-DEPRESSIVE PSYCHOSIS 
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Tue relation of mood changes to pituitary and adreno- 
cortical activity has been the subject of much research ; 
and in recent years the administration of cortisone and 
corticotrophin has been held responsible for mental states 
ranging from euphoria to severe depression. 

Reiss et al. (1949b) investigated the urinary steroid 
excretion in a case of cyclical or manic-depressive 
psychosis : besides estimating the total cortin, wstrogens, 
and neutral 17-ketosteroids, they fractionated the latter 
to obtain the 3(§)-hydroxy-17-ketosteroids. The onset 
of depression appeared to be accompanied by a tendency 
to the excretion of a high proportion of 8-steroids and 
a low cortin excretion ; the reverse changes took place 
during the manic phases but the inverse relationship 
between §-steroids and cortin excretion remained a 
constant feature. 

Our observations were made on a manic-depressive 
male, aged 39, whose mood-swings are severe, clear-cut, 
and regular. 

The illness is of 20 years’ duration, and, in the year before 
our investigation started the average length of a complete 
cycle, uninfluenced by specific treatment, was 38 days. The 
manic phase averages 18 days and merges gradually into a 
normal period lasting 4 days, during which he is interested 
and active and can visit town. This is followed by a gradual 
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dimivation’ in paychomoter activity, the depressive phase 
being of 16 days’ average duration. The transition from 
depression back to mania is abrupt, taking place within an 
hour. The duration of one complete cycle varies from 30 
to 54 days, but the phase of normality is constant at 4 days. 


The mental state was charted on a basis of four points 
or gradations above and below the “ normal.’ 24-hour 
collections of urine were made at weekly or shorter 
intervals ; their completeness was checked by estimations 
of creatinine content, and incomplete specimens were 
discarded. The specimens were analysed for total neutral 
17-ketosteroids and fractionated to obtain the 3(§)- 
hydroxy-17-ketosteroid excretion. Eosinophil-counts 
were made on alternate mornings at a specified time. 


Methods 

of Ketosteroids.—The method used was that of 
Cook (1952). The alcoholic potassium hydroxide solution was 
originally prepared by the method of Wilson and Carter (1947) 
but later we adopted the solution procedure of Hamb 
(1952) followed by the use of ascorbic acid and nitrogen for 
stabilisation (Wilson and Carter). Alcoholic potassium 
hydroxide is easily prepared by this method and remains 
usable for at least three months. 

Girard T Separation.—In this stage of the procedure, it was 
found an advan’ to dissolve the 1-8 mg. of crude keto- 
steroids in 0:2 ml. of absolute alcohol. This facilitated 
removal of pigments. Under such conditions, recovery experi- 
ments with dehydroisoandrosterone gave results comparable 
to those obtained with the original method. 

Creatinine determinations were made according to the 
method of King (1951). 

Eosinophil-counts were made by Pilot’s method as modified 
by MacFarlane and Cecil (1951). 0-1 ml. capillary blood was 
added to 0-9 ml. modified Pilot’s fluid. After thorough mixing 
and standing for at least 15 minutes two Fuchs-Rosenthal 
counting-chambers were filled and the cells were counted. 
The average of the two counts multiplied by 3'/, gives the 
number of eosinophils per c.mm. 


Findings 

Two complete mental cycles were studied to establish 
the basic ketostefoid and eosinophil fluctuations. Testo- 
sterone propionate 25 mg. daily was then administered 
for one complete mental cycle, and this was followed in 
turn by oral dehydroisoandrosterone (‘ Diandrone ’), 
30 mg. increasing to 50 mg. daily, and then by oral 
stilbeestrol 5 mg. daily. 

The chart shows the total -17-ketosteroids, the ratio 
of « to 8 steroids, and the eosinophil levels, related to 
the changing mental state. 

During the uninfluenced cycles the total daily 17-keto- 
steroid output fluctuated between 2-0 mg. and 13-2 mg., 
being highest in depression and lowest in mania: the 
changes in excretion were, as a whole, closely related to 
the mental changes. The fractionated 17-ketosteroids 
showed a similar fluctuation, though the proportion of 
a to 8 steroids varied. The eosinophil levels were highest 
during the manic phase and lowest in depression. 

Administration of 25 mg. testosterone intramuscularly 
daily raised the peak of 17-ketosteroid excretion in 
depression by..only. 4:3. mg.:.. it can be seen that this 
increase is caused by increased excretion of the « 
fraction, the $-steroid excretion actually showing a fall 
at this point. Administration of dehydroisoandrosterone 
raised the 17-ketosteroid excretion in depression to 18-8 
mg. of which 6-9 mg. consisted of 8-steroids. Stilbestrol 
medication lowered the excretion of both the « and 8 
fractions, though the variations continued to follow the 
mental state on a reduced scale. None of these hormones 
modified the expected mental cycles. 

One application of electroplexy was subsequently given 
at the commencement of each manic phase with improve- 
ment in the patient’s behaviour. The steroid excretion 
continued to follow the mood changes on a reduced scale 
until the suppressing effect of the stilbestrol on anterior- 
pituitary function had ceased. Because of this effect of 
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stilbeestrol, electroplexy failed to evoke 
the expected greatly increased output of 
ketosteroids and this failure was more 
marked in the case of the 8-steroids than 
in the «-steroids. 


Discussion 


The pattern of steroid excretion in 
this patient resembles the pattern in 
the case of manic-depressive psychosis 
reported by Reiss et al. (1949b) in that 
there is a regular fluctuation in 17-keto- 
steroid excretion coinciding with fluc- 
tuation in the mental state. Our 
observations suggest that more than one 
function of the adrenal cortex is involved 
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EXCRETION OF 17-KETOSTEROIDS 
( mg. per 24 hr.) 
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besides androgenic activity, for the 
changes in the eosinophil-counts point 
to a similar influence on the adrenal 
cortisone-like steroids. Hills et al. (1948) 
regard the number of circulating eosino- 
phils as a satisfactory index of pituitary- 
adrenocortical activity. Sayers (1950), 
however, remarks that ‘* considerable 
caution must be exercised in the inter- 
pretation of eosinophil changes particu- 
larly when the organism is subjected to 
a severe degree of stress,” for large doses 
of adrenaline can induce an eosinopenia 
even in the absence of adrenal cortex. 
Our patient showed extremes of physical 
activity during the mental cycles and it 
is noteworthy that in the manic state, 
when adrenaline production is likely to 
be greatest, eosinophil levels were at 
their peak—the opposite to what one 
would expect if in our patient adrenaline 
secretion alone were responsible for the 
fluctuation in eosinophil levels. Whereas 
Reiss et al., in the case they reported, 
found an inverse relationship in the 
excretion of §-steroids and cortin, in 
our patient we seem to be dealing 0 
with a total response of the adrenal 

cortex. 

One unexpected feature of the steroid excretion is the 
abnormal quantitative response to physical and mental 
stress. In mania, when psychomotor activity was 
highest, adrenocortical activity was lowest and the 
17-ketosteroid excretion was well below the accepted 
normal range. During depression the converse changes 
were evident though the total daily excretion remained 
within the normal range. The fall of excretion during 
mania can hardly have been due to exhaustion of the 
adrenal cortex, for it was seen within 24 hours of entering 
mania and there was a rise later in the manic phase, at 
a time when exhaustion might perhaps be expected. 
This faulty response to internal stress may be the basic 
disorder in this type of psychosis, being attributable 
either to failure of the homeostatic mechanism or to a 
compensatory device for counteracting excitation from a 
higher level. 

In women with certain types of depression we have 
found that 8-steroid excretion was either absent or too 
low to measure accurately by the method at present in 
use. Other female depressives, however, have shown the 
high 8 fraction which our manic-depressive showed in 
the depressive phase. Thus it seems that the same 
psychiatric picture can be associated with either over- 
production or underproduction of the adrenal steroids. 
It may be that in some disorders the mental illness is 
induced by a primary upset in steroid metabolism, and 
should be correctable by administration of hormones or 
in suitable cases by a procedure such as adrenalectomy 
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for hyperadrenocorticism associated with psychosis. In 
other disorders, such as the manic-depressive psychosis 
in our patient, the primary disturbance is at a higher 
level than the adrenal cortex but produces quantitative 
alterations in adrenocortical secretion, at variance with 
the internal stress, which may cause further mental 
changes. Sayers (1950) argued that pituitary-adrenal 
activity may be governed by the level of cortical hormone 
in the venous blood and thus by the utilisation of cortical 
hormone by peripheral cells; and this might explain 
some of the anomalies in the present case. Pincus (1947) 
observed that psychotic men, unlike normal men, did 
not respond fo stress with an increased secretion of 
17-ketosteroids ; and as their adrenal cortex was intact, 
the failure must have been at the pituitary level. 

In the present investigation, endocrine therapy, though 
it altered the excretion of steroid did not affect the clinical 
state. West et al. (1951) found that when they gave 
testosterone intravenously to three normal subjects an 
average of 63% of the injected hormone could be 
recovered, from the urine during the next 24 hours as 
conjugated 17-ketosteroids. In patients with liver disease 
receiving testosterone intravenously the total excess of 
17-ketosteroids in the urine was only about a third of that 
in normals, which showed that a large part of the 
administered testosterone had been metabolised to 
metabolites other than 17-ketosteroids. In our patient, 
although there was no clinical evidence of liver disease, 
the maximum recovery-rate of testosterone was only 
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which he was receiving testosterone differed from those 
in West’s cases. 

When 50 mg. of dehydroisoandrosterone by mouth was 
given daily, the maximum excretion of {-steroids was 
only 6-9 mg. of which perhaps about 3 mg. was of endo- 
genous origin; and the « fraction increased by only 
2-2 mg. in the 24 hours. In a series of 8 chronic schizo- 
phrenics treated with 50 mg. of dehydroisoandrosterone 
by injection, Reiss et al. (1949a) found large increases in 
the excretion of the « fraction. The different route of 
administration may partly explain the low recoveries in 
our case. 

Summary 


In a case of manic-depressive psychosis, studies were 
made of the urinary excretions of the « and #6 17- 
ketosteroids. Concurrently, counts were made of the 
eosinophil-cells in the blood. 

The excretion of steroids was high when the patient 
was in depression and low when he was in mania. By 
contrast, eosinophil-counts were highest in mania and 
lowest in depression. 

An inverse relation between adrenocortical activity 
and the degree of cerebral excitation was noted. 

Administration of testosterone, dehydroisoandro- 
sterone, and stilbestrol altered the excretion of steroids 
but did not alter the mental state. 


We should like to express our thanks to Dr. Alfred Torrie, 
physician-superintendent, for much hel 
to Mrs. F. Boyes for her work on the eosinophil-counts. 
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A PANCREATIC CALCULUS 


R. K. Witson 
M.A., M.B. Camb., F.R.C.S.E. 


SURGICAL SPECIALIST, DEPARTMENT OF HEALTH, TERRITORY 
OF PAPUA AND NEW GUINEA 


MULTIPLE lithiasis of the pancreas is not uncommon, 
but solitary stones are relatively rare. In the following 
case repeated attacks of pain were caused by a remarkably 
large solitary calculus. 


Case-record 


A.B., aged 59, is a planter of English descent, and except 
for four years’ war service, he has lived in New Guinea 
since 1922. 

Apart from several attacks of malaria and mild enteritis 
he was always healthy until 1951, when he began to get 
bouts of abdominal pain, lasting 12-24 hours, at intervals 
of some months. In June, 1952, while managing a plantation 
on a remote island, he had a severe attack lasting 3 days. 
He later described his pain as exactly the same in this and 
all subsequent attacks: it always started in the epigastrium 
in, the midline and soon radiated to the left loin and ‘“ through 
to the back” below the left shoulder-blade. At its height 
it was accompanied by nausea and vomiting but never by 
urinary symptoms or jaundice. 

While on leave in Australia in March, 1953, he consulted 
physician. A barium meal revealed no abnormality in his 
gastro-intestinal tract, but a large densely opaque shadow 
was seen in his left renal region, apparently unconnected 
with the kidney. He was advised against surgical inter- 
ference. In September, 1953, in New Ireland, he had another 
severe attack which was treated in hospital with antibiotics 


and guidance, and 


{[aucust 21, 1954 367 


Fig. |—Intravenous pyelogram at 38 minutes. 


and cleared up in 3 days. For investigation he was trans- 
ferred to Rabaul where he-had a further attack lasting 36 
hours. Radiographs revealed a shadow similar to that seen 
in Australia. He was admitted to hospital at Port Moresby 
under my care on Oct. 16. 


Examination and Investigations 

He was a small, spare, active man looking less than his age. 
On admission he had no pain or even abdominal discomfort. 
His appetite was good, his bowels were regular, and he 

rted no loss in weight. When he was supine nothing 

abnormal could be detected in his abdomen beyond rather 
vague deep tenderness in the left hypochondrium; but 
when he stood erect a hard mass of limited mobility, the size 
of a hen’s egg, was felt in the left side of the abdomen. This 
was no more than slightly tender when compressed bimanually 
from the loin. 

An intravenous pyelogram (fig. 1) showed a dense shadow 
in front of the left renal pelvis, with no abnormality of the 

i tracts. A barium enema showed that ‘this shacow 
was not within the lumen of the colon. Blood-count: red 
cells 4,600,000; Hb 92%; total white cells 7200, with no 
shift to the left; eosinophils 1%. Casoni test for hydatid 
disease : negative. 


The possibilities seemed to be (1) teratoma, (2) foreign 
body, (3) calcified mesenteric cyst, or (4) pancreatic stone cr 


cyst. Radiologically the shadow looked like a solid stone ; 
the characteristic appearance of a teratoma was absent. 
I inclined to think that the object was a foreign body, 
ingested or introduced, but a medical colleague maintained 
that it could be nothing except a stone arising from 
the pancreas. 


Operation and 
Sequels 

On Oct. 21 I 
opened the 
abdomen, under 
open ether, 
through a 
right para- 
median incision. 
The mass was at 
once identified 
in the tail of the 
pancreas, ante- 
rior and slightly 
medial to the 
lvis of the 
eft kidney. 
Approached 
through the 
lesser sac, it 
appeared as a 
hard smooth 
object lying 


Fig. 2—Stone removed at opcration (scale in 
inches). 
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free in a thick-walled cyst surrounded by a thin layer of 
pancreatic tissue. As it was difficult to mobilise, the capsule 
was incised and a large stone shelled out. The cavity was 
obliterated from the bottom and the visceral peritoneum 
repaired. The lesser sac was closed after inspection of the 
pancreas, which revealed no other stones or other macroscopic 
abnormality. The gall-bladder, bile-ducts, stomach, and 
duodenum all appeared normal. The abdomen was closed 
in the usual manner in layers, but without drainage. The 
stone (fig. 2) was ovoid, regular in outline, heavy, and hard, 
with a slightly roughened surface. It measured 2:5 x 2-2 in. 

It was perhaps hardly surprising that a man of 59, after 
open ether anesthesia, should develop a severe cough ; and 
43 hours after operation he was found to have a “ burst 
abdomen ”’ with two coils of small intestine prolapsed between 
stretched skin clips. These were replaced under minimal 
basal narcosis and the wound closed by Hamilton Bailey’s 
method. Most of the original 20-day chromic-gut sutures 
had been digested and a few “ spots” of fat necrosis were 
seen in the omentum, 

Recovery was stormy, with periods of obstinate hiccup 
and vomiting. On Nov. 8, 18 days after the original operation, 
a tense mass was detected beneath the left rectus muscle 
lateral to the abdominal wound. This was explored under 
local anzesthesia and about 600 ml. of yellow thinly purulent 
fluid was evacuated. This was clearly a collection in the 
lesser sac, a so-called false pancreatic cyst. No organism 
was seen in, or cultured from, this fluid. 

The tube was finally removed on oe 20, and the patient 
was discharged from hospital on Dec. 


Comment 

Diagnosis in this case was confused only by the 
supposed rarity of large solitary stones arising from the 
pancreas. In fact the radiological evidence could fit but 
one condition—precisely that found at operation. Marshall 
(1938) points out that “‘ the most important means of 
arriving at a diagnosis [of pancreatic stone] is a plain 
radiograph of the upper abdomen. Routine study of the 
gastro-intestinal tract with barium may hide the stones.’ 

In reviewing 36,000 consecutive necropsies Edmondson 
et al. (1950) found pancreatic calculi in 26 instances, 
in 6 of which they were solitary. Eliason and Welty 
(1948) collected 66 cases in which pancreatic stones 
were found at operation, and 6 were solitary. Lionello 
et al. in 1944 found 232 recorded cases of all types of 
pancreatic stone but others have since been reported 
from France (Cornet 1949, Bergeret 1952), Morocco, 
India, Brazil, and Finland. All these were multiple, 
and the only case of solitary stone I have found reported 
since 1946 was diagnosed by radiography and uncon- 
firmed by operation or necropsy (Sarles et al. 1950). 
The largest solitary stone which I have seen mentioned 
was described by Shupman (quoted by Marshall 1938). 
Its size was 2-5 x 0-5 in. 

Most authors seem to agree that single stones arise 
from the pancreatic ducts and in their pathology 
resemble salivary calculi. No such agreement is found 
with regard to the multiple stones, which have been 
explained in various ways. 

In the management of my case it was a serious 
mistake, at the original operation, not to drain the 
region of interference in the pancreas. Evidently some 
pancreatic enzyme was released into both lesser and 
greater sacs when the tail of the pancreas was incised 
to remove the stone. This was, I think, the primary 
cause of the burst abdomen,”’’ though the post-ans- 
thetic cough was an essential factor. Drainage would 
also have prevented the abscess in the lesser sac. 

I am indebted to the Director of Public Health, Territory 
of Papua and New Guinea, for permission to publish this case. 
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THE IN-VITRO DEIODINATION OF 
THYROXINE AND TRIIODOTHYRONINE 

DEIODINATION processes in the body have recently 
assumed importance in relation to thyroid function, as 
the result of the discovery of triiodothyronine ! 2 which 
appears to be the active form of the thyroid hormone. 
(This subject was reviewed by Maclagan and Wilkinson.*) 
While the deiodination of thyroxine has been amply 
demonstrated in intact animals, no unequivocal reports 
of in-vitro deiodination have appeared, although the 
probable conversion of thyroxine to triiodothyronine 
in rat-kidney slices has been announced by Albright, 
Larson, and Tust.* 

We have studied the production of iodide from 
thyroxine in homogenates from a number of rat tissues, 
employing both radioactive and non-radioactive thy- 
roxine as substrate, and have been able to demonstrate 
active deiodination by both methods. After incubation 
the homogenates were precipitated with 5° trichloro- 
acetic acid, and the iodide in the filtrate was estimated 
either by electrometric titration 5 or by counting in the 
liquid Geiger-Miller counter of Veall.® 

In the non-radioactive systems the level of substrate 
concentration used was 5 mg. of L-thyroxine per gramme 
of liver, and up to 20% of the thyroxine could be 
TABLE I—DEIODINATION OF L-THYROXINE (5 MG.) BY RAT-LIVER 

HOMOGENATE AT DIFFERENT REACTIONS IN 18 HOURS AT 38°C 


| Iodide liberated 
Buffer 
vg. per g. % total substrate 

liver iodine 
3-0 | M/10 citrate 65 2-4 
80 25 
3-5 | M/10 citrate 630 19:8 
- 510 16-0 
5-5 | citrate 20 0-6 
20 0-6 
7-0 M/10 citrate 40 1-3 
50 1-6 
9-0 | M/10 glycine 348 10-9 
368 11-6 
9-5 M/10 glycine 525 16-5 
520 16°3 
10-5 | M/10 glycine 190 6-0 
185 5-8 


deiodinated in 18 hours at pH 3-5 or at pH 9-5. A typical 
experiment is shown in table 1. 

This liver system also attacked L-triiodothyronine 
under the same conditions, giving 7% deiodination at 
pH 9-5 but being without effect at pH 3-5. It was 
inhibited by exclusion of air and by cyanide bui not by 
citrate nor by anti-thyroxine substances. 

In the radioactive systems (4 wg. of 1"I-L-thyroxine 
per g. of tissue) up to 80% of deiodination was recurded 
in 3 hours at pH 6-0 as shown in table 11. 

This reaction was most prominent in liver homogenates 
but could also be demonstrated in homogenates from 
brain, kidney, muscle, spleen, adrenal, thyroid, and 
intestinal mucosa. In the case of liver it was inhibited 
not only by exclusion of air and by cyanide but also 
by citrate and by two typical anti-thyroxine stibstances 
(n-butyl 4-hydroxy-3 : 5-diiodobenzoate (B.4.D.B.) and 
§-hydroxyethyl 4-hydroxy-3:5-diiodobenzoate). A typical 
experiment showing inhibition by B.H.D.B. is recorded in 
table u. Both systems were unusually resistant- to 
_— requiring 2 hours at 100°C for complete inactivation. 

. Gross, J., Pitt-Rivers, R. Lancet, 1952, i, 593. 
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The other products of the reaction could not be 
identified with certainty, but suggestive chromatographic 
evidence from the appearance (and subsequent destruc- 
tion) of triiodothyronine was obtained in experiments 
with radioactive thyroxine and liver homogenates. 


TABLE II—DEIODINATION OF 1!%1[-LABELLED THYROXINE 
(4 ug.) BY RAT-LIVER HOMOGENATE, INHIBITION BY B.H.D.B. 
PHOSPHATE BUFFER AT PH 6-0, 38°C 


Radioactive iodide liberated as % substrate 
radioactivity 


Thyroxine + B.H.D.B. 
(5 x 10-* M.) 


The results provide further evidence for the probable 
conversion of thyroxine to triiodothyronine in the body, 
and also support our theory of the mode of action of anti- 
thyroxine substances such as B.H.D.B.? Since B.H.D.B. 
inhibits the metabolic efforts of thyroxine while augment- 
ing those of triiodothyronine, its action appears to be 
completely explained by the inhibition of deiodination 
which we have demonstrated in vivo ® and now also in 
vitro. 

This work was aided by grants from the Medical Research 
Council and from the governors’ discretionary fund of 
Westminster Hospital. We are indebted to Glaxo Labora- 
tories Ltd., for supplies of L-thyroxine and L-triiodothyronine. 

N. F. Macracan 
M.D., D.Se. Lond., F.R.C.P. 


Professor of Chemical Pathology 
iv the University of London 


W. E. Sprott 


B.Sc., Ph.D. Lond. 
Westminster Medical School Research Assistant 


DEFIBRILLATION OF THE VENTRICLES 


IN HYPOTHERMIA 

Since 1950, when the experimental work of Bigelow 
and his co-workers 8 introduced hypothermia as an adjunct 
to cardiac surgery, much further experimental work has 
been done and increasing numbers of clinical cases have 
been reported where the body-temperature has been 
reduced by 10°-15°C to permit surgery in the open heart. 

Bigelow found, and subsequent reports confirm, that 
one of the greatest dangers in hypothermia is ventricular 
fibrillation. This arrhythmia may arise spontaneously 
during cooling or rewarming, and particularly during 
interference with the heart; and where the heart is 
already di or malformed the risk of this complica- 
tion is greater. Unfortunately, when ventricular fibrilla- 
tion comes on in a cold heart the restoration of normal 
rhythm is especially difficult.® 

It may therefore be useful to describe a simple defibril- 
lation technique, which in animals has proved rapidly 
and regularly successful and which probably does not 
damage the heart. 

In these experiments dogs were premedicated with 
morphine gr. and atropine gr. and anzsthetised 
by intravenous injection of thiopentone sodium. Enough 
thiopentone was given initially to permit tracheal 
intubation and preparation of the femoral vessels for the 
arteriovenous cooling shunt by which hypothermia was 
: hy Cl N. F., Sprott, W. E., Wilkinson, J. H. Lancet, 1952, 
8. Bigelow, W. G., Callaghan, J. C., Hopps, J. A. Ann. Surg. 1950, 


132, 
, Zeavin, I., Holmes, J. H., Montgomery, V. Ibid, 


9. Swan, 
1953, 360. 


induced, and further small doses were given during 
cooling to prevent gross shivering and to maintain light 


anesthesia. The total quantity of thiopentone used was 


seldom more than 1 g., and cooling to a rectal temperature 
of 26°-27°C occupied 30-40 minutes. Artificial respiration - 
was commenced soon after the start of cooling, using a 
‘Starling Ideal’ pump. Adequate but not excessive 
ventilation was provided; however, an amount of 
ventilation which is adequate at normal temperature 
must constitute relative hyperventilation in hypothermia, 
because metabolism is much reduced. 

At a rectal temperature of 26°-27°C thoracotomy was 
performed. In a few cases, ventricular fibrillation 
occurred spontaneously, and in the remainder it was 
induced by a variety of means (depending upon the 
difficulty encountered) ranging from mild surgical insult 
to a low-voltage shock. Such fibrillation was allowed 
to continue for about 10 minutes—roughly the time 
available for an open intracardiac mancuvre in a patient. 

The myocardium was now flaccid, and in such circum- 
stances not only did cardiac massage fail to raise the 
blood-pressure adequately but electrical defibrillation 
proved unsuccessful. Occasionally, after long-continued 
massage, the tone of the myocardium improved; the 
heart felt less flabby and a better blood-pressure was 
procurable. With such improvement electrical defibrilla- 
tion was often possible, although fibrillation sometimes 
returned soon: I formed the impression that defibrilla- 
tion is difficult if not impossible unless myocardial tone 
is restored, 

To test this hypothesis I used adrenaline to increase 
myocardial tone and force of contraction. Injection of 
1 ml. of 1/3000 adrenaline into the left ventricular cavity, 
followed by massage for a minute or two, caused a change 
in the “ feel’”’ of the myocardium as the drug perfused 
the coronary arteries. As soon as the heart became tight 
and hard under the massaging fingers, a single shock of 
150 volts at 1 ampere and of duration about 1/, second 
was administered, employing electrodes with a large 
contact area. WFibrillary activity disappeared from the 
surface of the ventricles and within a second or two a 
coérdinated beat appeared. This procedure was carried 
out in twelve dogs and normal rhythm was restored in 
all cases with a single shock. 

This method appears to offer a reliable and rapid 
technique of defibrillation, occupying no more than 2 or 
3 minutes. A single shock is unlikely to cause burning of 
the myocardium, which is not infrequently seen after the 
use of seria] shocks. 

These observations on the previously normal hearts of 
hypothermic dogs do not necessarily apply to the diseased 
or malformed heart with which the surgeon may be 
dealing. In additional experiments, ventricular fibrilla- 
tion was induced during hypothermia in three dogs in 
which cardiac dilatation had been produced at a previous 
operation by creating an interatrial septal defect and 
pulmonary stenosis. In these three dogs, after fibrillation 
had continued for 10 minutes, defibrillation was readily 
achieved by the technique described. - It is noteworthy 
that in these abnormal hearts fibrillation was very easily 
provoked. 

SUMMARY 

A simple technique is described for reversing the 
ventricular fibrillation often associated with hypothermia. - 
Adrenaline is injected into the ventricular cavity and the 
heart is then massaged. When the tone of the myocardium 
has been restored, a single defibrillating electric shock is 
given, instead of the serial shocks commonly employed. 

This method was successful in all of twelve normal 


hypothermic dogs and also in three dogs with cardiac 
dilatation. 


E. G. Brewin 
M.B. Leeds 


Research Fellow in 
Cardio 


Guy’s Hospital, London vasc Surgery 
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REVIEWS OF BOOKS 
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Reviews of Books 


Beyond the Germ Theory 
The Roles of Deprivation and Stress in Health and Disease. 
Iaco GaLpsTon, M.D., editor. New York: Published by 
the Health Education Council, for the New York Academy 
of Medicine. 1954. Pp. 182. $4. 


THe chapters in this book are extended and revised 
versions of papers given at a health education conference 
sponsored by the New York Academy of Medicine. 
As Dr. Howard R. Craig, director of the academy, 
explains in his foreword, they all deal with Claude 
Bernard’s concept of homoeostasis in the internal milieu, 
and with the effects on this of stress. 


Dr. Galdston in the opening chapter urges that the medicine 
of the future must be social medicine, He emphasises that 
disease caused by deprivation of biological essentials or by 
stress exceeding the patient’s tolerance is seen in both the 
physical and psychological uelds; and his contributors 
develop this theme in the succeeding chapters, drawing their 
illustrations from the history of scurvy, the effects of nutri- 
tional deprivation in pregnancy and old age, and of emotional 
deprivation in infancy—which, it is now thought, can prevent 
the normal growth of the emotions which hold society together. 
‘“Under extreme social stress and deprivation,” writes Dr. 
Abraham Kardiner, in the last chapter, ‘ these social emotions 
are the first to go. This leaves anxiety and rage which can 
tear society apart.”’ In view of this formulation, the responsi- 
bility of social medicine becomes high and heavy: for it is 
concerned not merely with public health, seen in terms of 
prevention of disease caused by noxious agents, but with the 
health of society itself. . 


This book, which is written simply for the ordinary 
reader, opens up this wide prospect for all to see. , 


Clinical Endocrinology 

K,. E. Pascuxis, M.D., associate professor of medicine, 
assistant professor of physiology, director of the division 
of endocrine and cancer research, Jefferson Medical 
College; A. E. Rakorr, M.D., clinical professor of 
obstetric and gynecologic endocrinology, Jefferson Medical 
College; A. CANTAROW, M.D., professor of biochemistry, 
Jefferson Medical College. London: Cassell, 1954. 
Pp. 830. 118s. 6d. 


Tuts book ‘ represents a synthesis of the experiences 
and interests of the authors in physiology, clinical endo- 
crinology and biochemistry.’’ The scope of endocrinology 
is difficult to define ; these authors limit themselves to 
the pituitary, thyroid, parathyroid, and adrenal glands, 
the pancreatic islets, the gonads, and the placenta ; for 
each they describe the anatomy and physiology and 
disturbances of function. They have added a chapter on 
obesity and the book ends with a brief survey of labora- 
tory procedures and of hormone preparations. Some of 
the investigations are not easily available, and, in this 
rapidly developing subject, new ones continually supplant 
the old, but nevertheless many will find this section very 
useful for quick reference. 

The book is well produced with good illustrations which 
have been carefully chosen. Some sections are perhaps 
unnecessarily long—for instance, the diagnosis of pig- 
mentation—but the reader is helped by the many 
summarising tables. Occasionally these over-simplify a 
problem, as in the differential diagnosis of myxcedema and 
hypopituitarism. The student need hardly be warned 
that classifications are but short cuts to learning, or that 
here, as in other branches of medicine, an explanation is 
often but a hypothesis which masquerades as established 
theory though it may lack experimental support : for the 
authors themselves are at pains to point out the gaps 
in our knowledge, and to help the reader to decide 
where current treatments have gone beyond established 
theory. 

The book gives a comprehensive and unpretentious 
account of the practice of clinical endocrinology combined 
with an adequate survey of the scientific background. It 
does not include many developments of the last two years, 
but it provides a modern framework to which current 
advances can easily be fitted. 


Stone in the Urinary Tract 


2nd ed. H. P. Winspury-Wuire, Edin., F.R.C.S., 
senior surgeon, St. Peter’s and St. Paul’s Hospital for 
Urological Diseases, London. London: Butterworth. 
1954. Pp. 328. 63s. 


THis book deals with the problems which stone 
formation presents to the urological surgeon. It breaks 
no new ground and is not much concerned with recent 
developments ; nor does it discuss related subjects, such 
as nephrocalcinosis. Its main foundation is Mr. Winsbury- 
White’s experience during a long professional life. The 
cases he seen, which now number 861, are set out in 
various tables, and individual examples are frequently 
described. Mr. Winsbury-White also quotes other 
writers freely, but it is noteworthy that few of the 
writings to which he refers appeared in the last fifteen 
years, and stability is thereby gained at the expense of 
novelty. This conservative outlook is most noticeable 
in the chapter on etiology where the older work, such as 
that of McCarrison, is given its due, but the more recent 
metabolic developments are less well covered and the 
writings of Albright are not mentioned. Indeed, Mr. 
Winsbury-White appears to cast doubt on the very 
existence of primary hyperparathyroidism and seems to 
imply that there is always a local cause in the kidney. 
He gathers a good deal of support for an inflammatory 
or infective factor both from other writers, notably 
Hellstrom, and also from his own clinical observations, 
particularly concerning low-grade infections in the region 
of the bladder neck. Discussing treatment, Mr. Winsbury- 
White confines himself mainly to methods he himself 
uses and these he describes clearly and with helpful 
practical detail. He does not believe in the chemi- 
cal dissolution of calculi and does not even mention 
hyaluronidase or the name Suby. 

This book is the crystallisation of long and wide 
experience, shrewd observation, and sound judgment. 


Modern Clinical Psychiatry (4th ed. London: W. B. 
Saunders. 1953. Pp. 609. 35s.).—Dr. Arthur P. Noyes’s 
textbook has held its own for twenty years as a straight- 
forward clear account, which lived up to both the adjectives 
in its title. Now, however, it seems that psychiatry has 
moved too fast and too far on the psychodynamic path for its 
advances to be comfortably integrated into this book, which is 
wordier than it used to be and less readable. The first edition, 
which appeared in 1934, was a handy volume, with 28 chapters 
and a bold twelve-point type : now there are 36 chapters and 
about 500 words to the page, but the increase in facts is not 
commensurate, In the preface to the first edition Dr. Noyes 
was apologetic about the stress laid on psychopathology ; 
in the preface to the fourth apology is not in order: 
he lays emphasis on the greater space given to it and to 
dynamic concepts in general. Insofar as American psychiatry 
has, during the last decade, embraced psycho-analysis 
ardently, Dr. Noyes is no doubt justified ; but he m‘ght also 
have elaborated the great developments that have takun place 
in psychology, and to some extent in sociology and biology, 
where they are relevant to mental illness. To such an inpor- 
tant matter as heredity he gives very little space or credit, 
saying—what can be said of any science (and certainly of 
psychopathology)—that our knowledge is incomplete and our 
opinions subject to revision. Nevertheless this textbook 
remains a carefully written, well-informed exposition, free 
from jargon and extravagance. 


The Medical Annual (Bristol: John Wright & Sons. 1954. 
Pp. 524, 32s, 6d.).—To old friends of the annual, all we need 
say is that this year’s edition is in as good form as ever, thanks 
to Sir Henry Tidy and his new co-editor, Prof. R. Milnes 
Walker (and, of course, their team of industrious contributors). 
To those who have not previously made its acquaintance, we 
commend it as one of the few things that really make life 
easier. 


Vitamins in Nutrition and Health (London: Staples 
Press. 1954. Pp. 147. 12s. 6d.).—Dr. Audrey Z. Baker has 
written a compact little book on the vitamins for the use of 
general practitioners, dietitians, and teachers and students 
of domestic science. In an unpretentious way it packs in a 
great deal of solid information backed by plenty of figures ; 
and it is easy to read. 
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Emphasis has been given recently to the use of combined chemotherapy 
in infections and the merit of the judicious combination of antibiotics 
and sulphonamides in the prevention of bacterial resistance. 


In the treatment of many infections of the gastro-intestinal tract, 
combined therapy with streptomycin and sulphaguanidine is a distinct 
advance on previous forms of treatment. 


Guanimycin, in which oral streptomycin sulphate is combined with 
sulphaguanidine, is indicated in the treatment of gastro-enteritis, 
bacillary dysentery, summer diarrhcea, salmonella food poisoning 


and other mixed infections of the gastro-intestinal tract in infants, 
children and adults. 


Guanimycin is issued as a free-flowing powder from which a smooth, 


palatable, homogeneous suspension may be made by simple mixture 
with water. 
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The Thousand Family Survey 


Tue study of 1000 families which has been pro- 
ceeding in Newcastle upon Tyne since 1947 was a new 
departure in medical research ; and the first report ? 
embodies much of the mature wisdom of the late Sir 
JAMES SPENCE, its principal author. A detailed 
personal inquiry by SpENcE and MILLER? into the 
circumstances of the death of every infant in Newcastle 
in 1939 had given them valuable experience of the 
organisation of a field survey, and had indicated the 
need for a similar inquiry into morbidity in infancy ; 
but the war prevented it. Eventually, after careful 
planning, all the 1142 infants born in Newcastle in 
May and June, 1947, were “enrolled”; and the 
volume now published is a record of the first (and 
most important) year of their life. Success depended 
on codperation between many different ple— 
doctors in the university department of child health, 
the staff of the city’s health department, general 
practitioners, and parents—and the fact that after 


five and a half years only 4 families had withdrawn 
bears witness to the efficiency, enthusiasm, and human 


understanding achieved. The remark that “‘ we tried 
to remain sensitive to the privilege of access to the 


homes of our families” expresses the spirit of the 
team. The university members acted purely as 
-observers, and were careful not to give advice or 
interfere in any way with the responsibilities of the 
family doctor and local authority. 

In the first year of the survey there was reasonable 
prosperity and little unemployment in Newcastle. 
The greatest single cause of difficulty in family life 
was not lack of money but the strain of living in over- 
crowded or unsatisfactory dwellings: by modern 
standards 30°, of the families were overcrowded. 
Yet, despite all difficulties, the standard of child care 
was good, and at least 85°, of the families were 
regarded as living happy, stable lives. An illness was 
defined as an episode in which there was any departure 
from. customary » activity, or for which 
the child was taken to the family doctor or hospital ; 
thus mild “ colds,” slight skin sepsis, and sticky eyes 
were excluded. According to this definition only 20% 
of the children escaped illness in their first year ; the 
remainder had an average of two illnesses each, and 
10% had three or more. Of the 44 deaths, 15 were 
considered avoidable. Infection caused 86% of the 
illnesses—respiratory 57%, infective diarrhea and 
vomiting 10%, infectious fevers 7°, and skin sepsis 
7%. The prevalence of bronchitis and pneumonia 


1. Families in bes upon By J. 


. Watton, F. J COURT. 
Oxford Press. Pp. 217. “10s. 6d. 

2. Spence, J., Miller, F. W. Causes of Infantile Mortality in 
Newenst Newcastle 


Health Committee. 1939. 


increased with overcrowding and maternal incom- 
petence.. Though a sixth of the infants had some 
diarrhoea and vomiting in their first year, only a 
third of these showed any constitutional disturbance. 
Whooping-cough was the commonest infectious disease 
in infancy and 87% of those exposed in the family 
contracted it; the attack-rate in those exposed to 
chickenpox and measles in the family was not so 
high, while ee 4%, of those exposed to mumps 
developed manifest disease. Staphylococcal infection 
was very common in the first year, and especially in 
the first month; but in spite of the widespread 
distribution of surface lesions serious illness was 
uncommon : in a small group of families this infection 
persisted tenaciously for months or years—perhaps 
because medical attention was usually concentrated 
on the individua! episode rather than on the family 
as a whole. Tuberculous infection was demonstrated 
in 1-2% in the first year: the source was usually a 
member of the household, and the risk of infants 
exposed in the home contracting the disease was 
calculated at 1 in 4. The source was usually known 
to be an infected adult, but two-thirds of the parents 
showed. no concern, because they had not been made 
aware of the danger to their infants. For all forms 
of infection there was a definite social gradient, the 
prevalence varying inversely with the social grade. 
This observation conforms with general experience 
and substantiates the findings of Dova.as * and Lowz 
and McKrown‘; but it is of great sociological 
importance to have the point demonstrated so con- 
vincingly in this big survey, for Dykxs and 
et al.* in the Luton survey of illness in infancy (con- 
ducted retrospectively by questionary) failed to 
demonstrate any social morbidity-gradient. The 
Luton workers’ appreciated that there might well be 
such a gradient in less prosperous and less well-housed 
communities, and so it has proved; but the more 
sensitive technique evolved by the Newcastle workers 
would probably show one in all communities. There 
were 66 accidents requiring medical attention, 3 of 
them fatal. Many were associated with overcrowding, 
the absence of reasonable precautionary measures, or 
failure of the mother to manage the infant satis- 
factorily. Of the boys 11% were circumcised, and this 
aceounted for two-thirds of the surgical operations 
in the first year; no fewer than 22%, of the circum- 
cisions had complications, notably hemorrhage and 
infection. Less common illnesses occurring during 
the year are recorded with relevant comments. 
Prematurity, illegitimacy, breast-feeding, mastitis, 
and the use of the dummy (which was regarded as a 
discussed. 

Unsatisfactory care was found mainly in the Jower 
social grades and depended chiefly on bad housing, 
unhappy and unstable family relations, poor maternal . 
health, and (in a minority) unemployment of the 
father. The following paragraph goes to the heart 
of the matter : 

“In the study of these families and in attempting to 
correlate their environments with the health of the 


Sean, J. B. Popul. ane. 1951, 5, 35. 
R. . soc. Med. 1954, 8, 24. 
 Iilness ‘in Comparative Study of 
t Sickness and Infant Moxtality in Luton. 1950. 
ot 1950, i, 453. 
F., Lewis-F: 


6. Dykes , R. M., Grundy, E. 
ed. 1953, 7, 31. Lancet, 1953, ii, 439. 
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children, there emerged one dominating factor—the 
capacity of the mother. If she failed her children 
suffered. If she coped with life skilfully and pluckily, she 
was a safeguard of their health. In spite of lapses and 
failures the mother stands out as the cornerstone of the 
family structure, and our experience confirms that in all 
sections of society she remains the chief guardian of 
child welfare, a fact which is sometimes in danger of 
being forgotten. A family with a good mother can 
withstand a feckless or even a vicious father, but rarely 
can a family survive if the mother fails.” 

In the first year of the survey (when the National 
Health Service had not begun) the family doctor was 
called for 56°%, of illnesses, and in 87% of these he 
treated the patient without specialist or hospital help. 
In only 5% of the illnesses was the infant admitted 
to hospital, but maternal incompetence doubled the 
likelihood of admission. Attendance at child-welfare 
clinics was disappointing : two-thirds of the infants 
were taken at least once in the first year, but only a 
fifth attended regularly. Mothers from good homes 
were the most frequent attenders, and those most in 
need of advice and help were the least likely to go. 
This is the pattern of welfare-clinic attendance every- 
where, and it underlines the importance of selective 
home-visiting by health visitors. 

The authors conclude with suggestions for improving 
the standard of child care in this country. In recom- 
mending reorganisation of the medical curriculum 
with closer attention to the needs of the family doctor, 
they point out that about a third of his patients are 
children and that a high proportion of illnesses in 
children are treated by him alone. They would like 
wider recognition of the fact that infection in the first 
year of life is almost always an expression of family 
infection. They advise closer liaison between family 
doctors and the staffs of local-authority health 
services : health visitors would achieve a much more 
intimate relationship with families if they did more 
children’s home nursing. And finally they propose 
that a children’s medical care council should be 
established in each area for regular consultation 
between all concerned with the promotion of child 
health. 


Argentaffinoma as Endocrine Tumour 


ARGENTAFFINOMA, pulmonary stenosis, and transient 
macular cyanosis of the skin may seem a very unlikely 


triad; yet this is apparently a genuine syndrome,! 
and a particularly neat piece of clinico-pathologico- 
pharmacological correlation is emerging from its 
discovery. Rapport,’ studying the vasoconstrictive 
properties of normal serum (as a control, originally, 
for a projected search for circulating factors in hyper- 
tension), isolated in 1948 a fraction which he called 
serotonin. This was shown * to be an indole deriva- 
tive, chiefly present in the platelets.‘ ErspaAMER had 
meanwhile identified a material, which he called 
enteramine, present in mammals in the entero- 
chromaffin cells, but widely distributed in the animal 
kingdom; he worked especially with the salivary 
glands of the octopus. Its identity with serotonin was 
soon recognised, and exact chemical identification 
. Thorson, A., Biérck, G.. Bjérkman, G., Waldenstrém, J. Amer. 
piteart J “i954. 47, 795. 

a omy M. M., Green, A. A., Page, J. H. J. biol. Chem. 

735. 
3. Bn M. M. agar 1949, 180, 461. 
. Rand, M., Reid, G. Nature, Lond, 1951, 168, 385. Humphrey, 

J. H., Poh, C..C. J. Physiol. 1954, 124, 300. 


followed. Both serotonin and enteramine are 
5-hydroxy-tryptamine : 


HO OO CH2 CH2 NH2 


N 
H 

This material has been detected with certainty in 
extracts of the mucosa of the dog’s intestine * and in 
extracts of an argentaffinoma.’ The arguments of the 
histochemists on the nature of the granules in entero- 
chromaffin cells and in argentaffinomata would seem 
now to be settled *: the granules are an artefact, a 
fluorescent harmaline derivative produced by the 
interaction of 5-hydroxy-tryptamine and formalin. 
The pharmacology of the newly discovered hormone is 
already being investigated in many centres.® It has a 
general constricting action on smooth muscle, and 
at least in some species a hypertensive action on the 
systemic circulation and probably also on the pul- 
monary circulation; while in man?° intradermal 
injection produces local congestion and venous spasm. 

Seemingly very remote at first from all this was the 
report from Sweden in 1952" of a 19-year-old man 
presenting with dyspnoea and a very curious form of 
cyanosis ; this was fairly uniform at rest, but with 
exertion or excitement exhibited a remarkable pattern 
of rapidly changing coin-sized bluish or vermilion 
macules. Necropsy showed valvular pulmonary 
stenosis ; there was also an unsuspected ileal argent- 
affinoma with liver metastases. The tumour was at 
first regarded as probably coincidental, but in an 
addendum to the original article two other cases of 
argentaffinoma with related circulatory changes are 
briefly described. Several local reports of similar 
cases have appeared, and a full account has now been 
published.! Six cases in all have been seen in Sweden, 
and ten cases have been collected from published 
reports. Series of three cases from Switzerland }* and. 
two from America }* have independently led to more 
tentative suggestions that this is a new syndrome. 
In all these cases there was an abdominal tumour with 
hepatic secondaries. In 11 the primary was known 
to be an intestinal carcinoid, and in the remainder, 
in most of which investigation had been incomplete, 
the presence of such a tumour in the gut or eiswhere 
was a not unreasonable assumption. Pulmonary 
stenosis was definitely present in eleven and 
certainly absent in none. Cyanosis was present in 
all, and in its most characteristic form it is said to 
present the following most striking picture: ‘a 
bright to deep purple flush, later mingling with heavily 
cyanotic and white blotches and very intense brick- 
red spots, all of these appearing, changing, and dis- 
appearing.”’ In three cases these changes were dis- 
tinctive enough to point the way to diagnosis of a 
silent and unsuspected argentaffinoma—circumstantial 
evidence of a kind which speaks strongly for the 
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reality of the syndrome. Altogether it seems clear 
that the Swedish workers have established their case. 

What raises their description above the level of 
“just another syndrome ” is the suggestion that the 
vascular lesions are the result of hypersecretion of 
5-hydroxy-tryptamine by the tumour. It seems highly 
probable that this is well founded. Proof should be 
obtainable fairly easily. There is a well-established 
route of breakdown of tryptophane via 5-hydroxy- 
tryptamine to 5-hydroxy-indole-acetic acid, which is 
excreted in the urine. In patients producing an excess of 
the amine, a raised excretion of this acid should be 
demonstrable. Some excess excretion has already 
been demonstrated in patients with various forms of 
cancer,!4 but it should be especially high in this 
syndrome. It is exceedingly difficult to imagine any 
hormonal action producing pulmonary valvular 
stenosis. But we know very little of the action of the 
hormone on the lesser circulation, and none of the 
published accounts give any very clear description 
either of the microscopic appearance of the valve 
lesions or of the state of the pulmonary vessels. 

If this proves a true bill it will be a gift to the 
pharmacologists. They will find the material for a 
study of the action of their new hormone ready to 
hand in at least one species—man. The evidence 
collected so far does not support the hypothesis of 
and SHaw® that serotonin has wide- 
ranging. importance in the central nervous system : 
the sixteen cases of presumptive hyperserotoninzemia 


hitherto reported showed no evidence of any neural 


disorder. 


Annotations 


THE 1952 FOG 


Earty last year the Minister of Health set up a 
committee to collect and examine the facts concerning 
the London fog of December, 1952; and the committee’s 
report 5 is published this week. From the mortality 
figures, originally set out by Logan,’* the committee 
conclude that between 3500 and 4000 people in the 
Metropolitan area died as a result of the fog. Of this 
total, 90°% were over the age of 45 and more than 60% 
were over 65. Many people died suddenly and many 
more were found dead in bed. Almost all those who died 
were already the victims of serious heart or lung disease: 
as the committee observe, ‘‘ the fog was in fact a pre- 
cipitating agent operating on a susceptible group of 
patients whose life expectation, judging from their 
pre-existing diseases, must, even in the absence of fog, 
have been short.’”’ The added toll of sickness was hard 
to measure accurately, but the increase in sickness- 
rates during the fog was surprisingly small, considering 
the great number of deaths. 

The committee were unable to lay the blame squarely 
on any one atmospheric contaminant, but oxides of 
sulphur seemed to be the main irritants, and the 
combustion of coal their chief source. It was probable 
that sulphur trioxide,’? dissolved as sulphuric acid in 
fog droplets, appreciably reinforced the effects of sulphur 
dioxide. It was particularly important to decide, as 
far as possible, how the fog did its harm: the evidence 
suggested that the irritant produced anoxia by means 
14. Clere-Bory, M., Pachero, H., Mentzen, C. C.R. Acad. Sci., 
Paris, 1954, 238, 525. 

15. Ministry of Health: Reports on Public Health and Medical 
Subjects ; no. 95. Mortality and Morbidity during the London 
Fog of ae Pp. 61. H.M. Steti 


16. Logan, W. P. D. Lancet, 1953, i, 336. , 
17. Amdur, M. O., Melvin, W. M. jun., Drinker, P. Ibid, 1953, ii, 758. 
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of bronchospasm or increased exudation in the respiratory 
tract, so precipitating heart-failure in patients with 
chronic bronchitis and emphysema. 

It was unlikely that anything unexpected would 
come from the committee’s inquiry, and their conclusions 
largely confirm those of earlier discussions, But this 
careful analysis of the facts will serve as a useful new 
text, if any be needed, in urging the case for purifying 
the air of our cities. 


DUCTUS ARTERIOSUS IN THE FIRST HOURS OF 
LIFE 


SHortTLy after birth there is normally little, if any, 
blood-flow through the ductus arteriosus. The factors 
possibly accounting for failure of the ductus to close have 
been reviewed by Record and McKeown.! Eldridge et al.* 
occasionally noted .differential cyanosis of the lower part 
of the body in newborn infants ; and the similarity to the 
findings in patients with a patent ductus with reversed 
flow prompted them to study the arterial-oxygen 
saturation in upper and lower extremities in 12 newborn 
infants at varying times after birth. Arterialised capillary 
blood from the right hand and foot was collected and the 
oxygen content and capacity determined by the tech- 
nique of Hultgren and Hackett. In all infants the sample 
from the right hand showed a normal oxygen saturation 
(greater than 90%). In 8 of the 14 samples from the foot 
the saturation. was significantly lower than that in the 
hand, being greater than 5% in 4, and greater than 10% 
in 2. These 8 cases included all 5 infants studied within 
three hours of birth, and 3 of 5 infants studied three to 
seventy-two hours after birth. Of 4 infants who were 
studied at least three days after birth none showed 
evidence of a veno-arterial shunt. In 1 infant who 
was studied three times there was a distinct difference 
between arm and foot two hours after birth and two days 
after birth, but no difference at five days. Eldridge et al. 
conclude that the ductus commonly remains patent in 
normal infants in the first few hours after birth, the shunt 
being from pulmonary artery to aorta for up to three 

ours. 

These interesting observations provide a link between 
physiological and pathological processes. The syndrome 
of patent ductus arteriosus with pulmonary hypertension 
and reversed shunt has often been reported in the past 
few years.4-* Pulmonary hypertension severe enough to 
produce a right-to-left shunt is usually thought to be 
due to iyereased pulmonary vascular resistance.’ 
Among the possible causes of this increased resistance 
are thrombosis or embolism of the smaller pulmonary 
arteries and arterioles, pulmonary “ arteritis,’ and 
persistence of the foetal type of pulmonary arteriole 
(which has a thicker muscle coat and narrower lumen) 
or of some other congenital or neonatal mechanism 
whereby the high pressure in the pulmonary artery 
continues in postnatal life.-? If, as Hultgren et al.® 
suggest, many normal infants have a reversed flow through 
the ductus in the first few hours of life, then any pul- 
monary abnormality at this time (such as patchy atelec- 
tasis) might cause persistently increased pulmonary 
vascular resistance and would tend to bring about 
the ‘“ reversed-shunt ductus’’ syndrome, especially as 
anoxia may delay closure of the ductus.! But the solution - 
to the problem may lie in the small pulmonary vessels 
themselves—and perhaps in their autonomic control. 
Organic changes in small pulmonary arteries and arterioles 


. Record, R. G., McKeown, T. Brit. Heart J. 1953, 15, 376. 
Eldridge F. Hultgren, H. N., Wigmore, M.’ K.’ Science 
Hultgren, H. N., Hackett, A. J. Pediatrics, 1950, 6, 93. 
Cosh, Jk Brit. Heart. J. 1953, 18, 423. 
. Hultgren, H. N., r, A., Purdy, A., Holman, E., Gerbéde, F. 
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have boon in this condition.t-* Clearly much 
further work is necessary to unravel this important, 
though uncommon, disease. 


PATIENTS’ SUGGESTIONS 

THosE whose calling it is to put their heads into 
the mouths of lions very sensibly get on good terms 
with the lions first. The action of the Portsmouth 
Group Hospital Management Committee! in providing 
every patient with a suggestion form on his discharge 
from hospital appears at first sight equally bold; but 
they, too, have for a long time been getting on good 
terms with their lions. 

The forms, which were issued for a trial period of 
three months during February, March, and April this 
year, produced suggestions on over 26 subjects, though 
suggestions dealing with food, mattresses, pillows, and 
toilet and washing accommodation were the commonest. 
Over 1300 forms were issued, and 648 were returned. 
Of these, 416 were wholly complimentary, containing 
no suggestions whatever ; a further 225 were also com- 
plimentary, but contained suggestions as well, and 7 
contained suggestions only. It is pleasant to record that 
there were far more expressions of thanks for good 
catering, well-cooked and appetising food, and good 
service of meals than there were suggestions for improve- 
ment in these things. At one hospital the replies focused 
attention on the need for a dietitian and a diet kitchen ; 
and the pa atients from another hospital emphasised the 
need for heated food-trolleys for outlying wards. There 
is evidently a serious lack of toilet accommodation in the 
larger hospitals, especially for the staff; and the report 
comments that the house-committees have long been 
well aware of this, and that projects for additional 
accommodation already have a leading place in the 
building programme. 

Mattresses caused a good deal of unfavourable com- 
ment. Some wards have both interior-sprung mattresses 
and hair mattresses, the former being reserved for the 
longer-term patients or those who have had serious 
operations. Some hair mattresses which have become 
lumpy are being remade, and others are being replaced, 
as funds allow, with interior-sprung or ‘Sorbo’ 
mattresses. (Another solution is not considered here, 
and indeed may not be widely known: some bedding 
manufacturers will, at relatively small cost, convert 
hair mattresses into interior-sprung mattresses.) A 
better wireless service was requested by 19 patients, 
the usual plea being for earphones rather than loud- 
speakers. The most convenient type of equipment for 
the patient in bed, however, is the ‘ Pillotone,’ an object 
shaped like a large watch, which lies beneath the pillow 
and discourses its soft entertainment only to the ear 
above it. Receivers of this type have been installed, 
for example, at the London Hospital, and give general 
satisfaction. 

The patients seem to have felt much concern about 
the pressure of work on the nurses. The report 
comments : 

“The deciding factor in the number of staff, is not so 

much ‘ how many can we have,’ or ‘ are we up to establish- 
ment,’ but ‘how many can we afford.’ It has only been 
through the process of review of establishment and method, 
and consequent staff economies, that it has been possible 
to keep the service at its present standard.” 
The establishment committee, however, are taking care 
to safeguard the nursing staff against any cuts which 
would diminish theservice to the patient. This, perhaps, 
is not quite what the patients had in mind. 

Some requests for better visiting-times have already 
been met by the institution of daily visiting at all the 
hospitals ; and arrangements are being made to provide 


1. Report on the Use of Patients’ Suggestion Forms. To be had 
from the grou 


secretary, Portsmouth Hospital Manage- 


mept Committee, 35, Grove Road South 


chairs for visitors. Some complaints about lack of privacy 
could be met by more screens and bed-curtains, and here 
the leagues of friends of the various hospitals are to be 
asked to help. Patients in side-wards would have liked 
better ways of summoning a nurse at night, and house- 
committees will be considering how this reasonable 
wish can be granted. On the suggestion of a patient in 
a chest hospital, sputum cups are being provided with 
inner destructible containers. Only a few patients 
complained about being called too early, but it has 
already been agreed that in this group of hospitals no 
patients (except those who must be roused for special 
treatment) should be wakened before 6 a.m., and that 
the hour should be later if possible. A well-justified 
protest from patients in the infectious-diseases hospital 
against chipped crockery is being given careful thought. 
A divided tray which fits inside the steriliser is already 
used for cups and helps to reduce chipping, and an 
experiment is being made with ‘ Polythene’ crockery. 
Some comments on the dangers of highly polished floors 
are being investigated. One suggestion which seems 
to us important—that mothers should be allowed to 
handle their newborn babies more often before discharge 
—is unfortunately not discussed in the report. 

It is evident from the tenor of these suggestions that 
the patients using this group of hospitals—or at any rate 
the half who filled in the forms—are on the whole well 
pleased with the service they are getting. The report 
comments that the answers have served to make clear 
the things to which patients attach importance; and 
that the management committee have every intention, 
as and when monies are available, to meet their wishes. 


A FAMILIAL ENCEPHALITIS 


Acute encephalitis is not rare in childhood, but the 

classification of its various forms is imprecise. Brewis, 
in giving an account of 93 affected children, found that 
rather less than a third of the illnesses were sequels 
to recognised infections, the remainder being of unknown 
wtiology ; so classification is not much simplified by 
analysing cases in this way. A study of the clinical 
findings showed that there were four broad groups, 
which might be named “ acute convulsive,” ‘* benign 
meningitic,” ‘‘insidious ataxic,’’ and ‘‘ comatose”’ 
forms. But there was much overlapping between the 
different groups in Brewis’s series, and nearly a quarter 
of the cases were too bizarre in their manifestations to be 
fitted into any group. Symptomatic classification seems 
likely to prove procrustean. 
. Miller and Gibbons,? who, like Brewis, belong to the 
distinguished Newcastle school, have now reperied an 
interesting encephalitis which affected all three members 
of a sibship. Cecil and Walter and their sister, \Jsie, 
all had recurrent attacks of encephalitis in early 
adolescence ; Cecil had six attacks, Walter four, and 
Elsie two. In ten of these twelve illnesses there was an 
upper respiratory infection at the onset. The symptoms 
were headache, vertigo, and ataxia, followed by drowsi- 
ness deepening into stupor and occasionally coma. 
There were transient focal neurological signs in the 
recovery phase. Five of the twelve episodes were treated 
with corticotrophin (4.C.T.H.), and in each instance 
the illness began to abate within 12 hours of the first 
injection, and recovery was rapidly complete. 

Postexanthematous encephalitis has occasionally been 
reported in pairs of siblings and it is possible that genetic 
predisposition plays some part in these syndromes. 
Miller and Gibbons suggest that previous head injury 
may also predispose to encephalitis. They think that the 
pathological reaction of the central nervous system is 
likely to have been a manifestation of anaphylaxis ; 
and they place the illness of these children in the category 
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of “ acute disseminated encephalomyelitis.” The striking 
tendency of the illnesses to come and go is reminiscent 
of the well-known rheumatism of Hench and Rosenberg,® 
and suggests the title of ‘‘ palindromic encephalopathy ” 
for this syndrome. 


INTRATHORACIC COMPLICATIONS OF 
KYPHOSCOLIOSIS 


CoNnGESTIVE heart-failure is a recognised complication 
of severe kyphoscoliosis, which is said to account for 
about 5% of cases of chronic pulmonary heart-disease. 
But Fischer and Dolehide * reviewed 30,729 necropsies 
and found only 11 cases of cardiac and pulmonary 
failure due to chest deformity—a rate of approximately 
0-:036%. They do not state the death-rate from other 
forms of cor pulmonale, but their figures suggest that 
kyphoscoliotic heart-failure may be rarer than is thought. 
Flint,* in a recent clinical survey, found 1 case of severe 
kyphoscoliosis among 76 cases of cor pulmonale. 

Severe deformity of the chest leads to restriction of 
chest expansion, compression of parts of the lung, and 
displacement of the heart. Respiration is often chiefiy 
abdominal, and aeration of the lungs is faulty and 
inadequate. The vital capacity is much reduced, 
bronchial secretions are readily retained, and chronic 
infection is easily established. The end-result is patchy 
collapse and fibrosis, with compensatory emphysema. 
Progressive anoxia, carbon-dioxide retention, and pul- 
monary failure follow. Chapman et al.’ studied the 
respiratory function in such cases and found that the 
most important abnormality was an absolute reduction 
in lung-volume; the circulation-time, cardiac output, 
and venous pressure were normal in the absence of 
cardiac failure. Kerwin ® observed in his cases dilatation 
and atherosclerosis of the pulmonary artery, in addition 
to right ventricular hypertrophy. Failure of the right 
ventricle is due to increased resistance in the pulmonary 
circuit (which results from pulmonary disease, anoxia, 
and reduction of the pulmonary-vascular bed) rather 
than to kinking or compression of the pulmonary arteries. 
Compression of the aorta is not thought to give rise to 
insufficiency of the left ventricle in these patients, but 
left ventricular hypertrophy without obvious cause was 
found at necropsy in 2 of the cases described by Fischer 
and Dolehide. 

Clinically the picture is of cor pulmonale, but the 
cardiac signs may be difficult to evaluate in view of the 
chest deformity and displacement of the heart. Thus 
the apex-beat may be impalpable, the heart-sounds faint, 
and the level of the jugular venous pressure difficult to 
assess because of the severe dyspnoea and action of the 
accessory muscles of respiration in the neck. Usually 
the diagnosis will be suggested by cyanosis, severe 
dyspnea, gross spinal deformity, adventitious sounds in 
the lungs, clubbing of the fingers, parasternal pulsation 
due to a large right ventricle, protodiastolic triple- 
rhythm, hepatic enlargement, and edema. Tricuspid 
incompetence may also be present. The blood-pressure 
is usually normal or low. The pulse will be full and 
bounding, and the extremities warm, if the patient is in 
the “high-output”? phase. As in other forms of cor 
pulmonale, papilledema may be present. The patient 
becomes progressively more dyspneic and in the later 
stages he may be drowsy because of carbon-dioxide 
retention.® Chapman et al.’ drew attention to the 
occurrence of syncopal attacks, of a type not seen in 
other forms of cor pulmonale. Death is usually due to 
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pulmonary, rather than cardiac, failure. Fischer and 
Dolehide > point out that persons with severe kypho- 
scoliosis rarely survive till old age; and of the 5 fatal 
cases which they describe only 1 was in a patient over 
the age of 45 years. These 5 cases presented as acute 
emergencies suggesting cor pulmonale, and each of the 
patients died shortly after admission to hospital. In 
the 11 cases which they collected from their necropsy 
records, the lungs showed emphysema, atelectasis, 
bronchiectasis, or bronchopneumonia. The right side 
of the heart was dilated in all 11; and pulmonary 
atherosclerosis was present in 7, being pronounced in 6, 
It is well known?® that morphine may prove lethal 
in this disease, as in other forms of cor pulmonale, 
and all of Fischer and Dolehide’s 5 cases died shortly 
after the administration of this drug. Kyphoscoliotic 
cardiac failure should be treated, like any other form of 
pulmonary heart-failure, by energetic chemotherapy for 
any pulmonary infection, and maintenance of an adequate 
airway (if necessary by bronchoscopic aspiration of 
sticky secretions * and possibly by the use of detergent 
aerosols Antispasmodics and expectorants, salt 
restriction, and mercurial diuretics also have a place 
in‘treatment. Venesection may occasionally be useful, 
and digitalis is often helpful. Oxygen therapy is 
important ; but its administration should be carefully 
supervised, and should never be continuous in view of 
the dangers of respiratory failure and coma from carbon- 
dioxide narcosis and of neurological complications.® /* 
In cases with severe respiratory depression from carbon- 
dioxide poisoning, large doses of respiratory stimulants 
and assisted respiration may be needed. Occasionally it 
may be difficult to distinguish between heart-failure 
from other causes in association with severe chest. 
deformity, and that due primarily to kyphoscoliotic 
disease. It is a good rule never to administer morphine, 
and to administer barbiturates only with great care, 
to patients with conspicuous chest deformity, especially 
if they have any evidence of cardiac or respiratory 
insufficiencye If morphine has been given, its effects 
can be neutralised by nalorphine ** if this is administered 
before irreversible respiratory failure has occurred. 


MICROBIOLOGY 


Tue 6th International Congress of Microbiology, held 
in Rome last year,!* was- fortunate in that the bounds 
of microbiology are extending more rapidly than those of 
almost any other subject that calls for a congress ; 
so no speaker had to look much further than his own 
electron microscope to find something new to talk about. 
Six symposia from the congress have been published 15 
as six supplements to the Rendiconti dell’Istituto 
Superiore di Sanita, and a seventh volume, summarising 
the proceedings, has been added. At the start of the 
volume on Actinomycetales, Prof. Selman Waksman 
puts these powerful organisms in their economic place 
—a place of some importance, as recent years have 
shown. The other symposia are no less valuable in the 
study of man and his environment, and they record the 
latest advances in our knowledge of bacterial cytology, 
microbial metabolism, nutrition and growth, the inter- 
action of viruses and cells, and growth inhibition. 


Sir Ceci, WAKELEY has been elected master of the 
Society of Apothecaries of London. 


. Dale 1945, 7, 101. 

See Brit, 1954, i, 322. 

Cc. E., Mackinnon, J. 1949, ii $83. 
. jun., King, B. D. 


i. Eckenhoff, J. E., Ela J. Amer. J. 


. The supplements ted in the British Commonwealth 
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A SHORT METHOD OF PSYCHOTHERAPY 
EXPLANATION AND RE-EDUCATION 


E. N. SNowpEN 
M.B. Lond. 


SENIOR PSYCHOTHERAPIST, HOSPITAL FOR NERVOUS DISEASES, 
MAIDA VALE 


THE anxiety felt by psychoneurotics obliges them to 
consult their doctor frequently in the hope of gaining 
relief. If a short method of treatment will enable most 
of these patients to work out their own cure, the sub- 
sequent relief and saving of effort to the general practi- 
tioner will in the end more than compensate for the extra 
time spent in psychotherapy. 

I have practised a short form of treatment of this 
kind for many years. Each interview takes little longer 
than is needed for merely listening to the patient’s 
complaints and reassuring him. The method is con- 
structive, rapid in its results, and of great interest 
both to the practitioner and to the patient. 


The Basis 
The basis of this treatment can be summed up in a 
formula or diagram which explains the anxiety state : 
Cause 
Symptoms 
Secondary Anxiety 
Symptoms 
A factor in the patient’s environment arouses one of 
the three primary emotions—fear, sex, or anger. As 
each of these emotional states is a preparation for the 
appropriate response by the body to the causal stimulus, 
they all involve increased activity in the body—physio- 
logical in nature. Anxiety is due to the social inhibitions 
which may prevent physical expression of the primitive 
emotions, The patient’s inhibitions may be strong enough 
to prevent his recognising the originating cause and the 
relation between this cause and his emotional state. 
Because he fails to understand this situation, he looks 
upon the bodily manifestations of his emotion as 
symptoms of disease, either physical or psychological. 
The mechanism of visualisation or anticipation— 
a purely human characteristic, not possessed by animals— 
now comes into action. The emotional changes or 
symptoms are visualised as dangerous, and the patient 
forms a mental picture of the situation to which they 
may lead. The accuracy and colouring of this picture 
will of course depend on his knowledge, experience, 
temperament, and powers of imagination. The result 
is likely to be fear, producing an additional conflict 
(secondary anxiety) from which he cannot escape except 
by a full understanding of his condition and the assurance 
of the doctor whom he trusts. The fear increases his 
symptoms and may evoke new ones, which in turn cause 
further anxieties. Thus we have a cycle in which anxieties 
and symptoms alternate—a situation which is the basis 
of a psychoneurosis or more correctly of the anxiety 
state. The outcome depends upon two main factors : 
(1) the patient’s make-up, and (2) the persistence of the 
originating cause. Sometimes the cycle becomes a spiral 
leading to a state of acute anxiety. 


A Course of Explanation 
All this should be explained to the patient ; for if he 
can be made to recognise his symptoms as physiological 
responses to his emotions, he will be able to see that 
they are not dangerous. This puts the whole matter on 
a different plane, and the problem becomes simple. 


[aveust 2], 1954 


If there is no anxiety about the symptoms the anxiety 
cycle is abolished. 

The patient is now free to link his symptoms with the 
originating cause, of which he may be fully aware. 
He may find, in fact, that in the course of time it has 
already been removed and that he has been suffering 
from a secondary anxiety cycle which may have been 
established for a long time and has become habitual. 
The rise and fall of his emotional level is no more than 
an exaggerated response to quite simple anxieties in his 
everyday life with which he may be dealing adequately. 

The explanations are for the most part no more 
complex than those given by every doctor in a case of 
psychoneurosis, but they must be organised into a routine 
system which will increase the confidence of the doctor 
who uses this method and thus add to the reassurance 
of the patient. 

The full course should take some five to ten interviews, 
the length of each depending on the patient’s ability 
to learn a new way of thinking, and on how long the 
doctor can give to the case. After the first interview 
half an hour should be enough for each session. There 
remains the re-education and the change in the habit 
of anxiety, which may be a slow process if the illness 
has been established for a long time ; but this is largely 
a matter for the patient to carry out for himself under 
direction, and therefore no more than an occasional 
few minutes need be spent in repeating some part of the 
original explanations, and setting the patient once more 
to his task. : 

The originating cause may be superficial and well 
known to both the patient and to his doctor, and all 
the patient needs is to be shown the links between the 
cause, its frustration, and the symptoms. When the 
cause is not so straightforward, a longer investigation 
may be required, and the patient cannot be easily treated 
by the doctor in his surgery. Nevertheless, the expla- 
nation should be given and the treatment should be 
continued because, whatever the cause may be, the 
mechanism leading to the anxiety cycle is the same. 


The Patient and his Past 


The first step in psychoneurosis, as in every other 
form of illness, is to sum up the patient’s appearance, 
manner, posture, and expression. His reaction to the 
external world is shown by his handshake and his manner 
of greeting, by any variation from type, and by his 
physical appearance. In physical illness this summing 
up is done automatically : the doctor becomes so expert 
in the process that he can often diagnose the patient’s 
condition without any physical examination, and before 
the patient has described his symptoms. It only needs a 
little extension of this process for the doctor to recogr ise 
as easily the type of psychoneurosis with which he has 
to deal. 

The next essential is to take careful notes of the case ; 
but before trying to obtain a history the doctor must 
encourage the patient to talk about his symptoms. 
These are very close to consciousness, and are in fact 
the reason why he has consulted his doctor. The 
symptoms of the anxiety neurosis, since they are due to 
an unexpressed emotion, usually include: restlessness 
or tension, irritability, delayed sleep, palpitation, 
breathlessness, flush and sweating, headache, indigestion, 
loss of appetite, and lack of concentration and memory. 

All psychoneurotics are self-centred and prepared 
to talk about themselves as long as the doctor will listen. 
The patient’s eagerness to tell the history of his illness 
usually leads to a long recital of irrelevant information 
which must be checked. 

Taking a history should be a matter of question and 
answer. Every doctor will have his own method; but, 
by taking the history in the right way, the cause of the 
patient’s illness can be diagnosed while the note is being 
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made, The history should be divided into three parts. 
The relation of the patient to his home life in childhood, 
his relation to the group at school, and his relation 
during adolescence to the wider social life of the outside 
world. In adult life any cause of anxiety or frustration 
will be well known to the patient, and though he may 
not link the disturbance in his life with his symptoms, it 
is easy for the doctor to do so. 

History in Childhood 

The child, like any young animal, needs to be assured 
of its safety. But, while the sensitive highly strung 
intelligent type is likely to be disturbed by anything 
that suggests a lack of care by the parent and to regard 
this as dangerous, the more robust may be less affected. 
Thus one or two children of a family may be thoroughly 
disturbed by conditions that have no effect upon their 
brothers and sisters. Illness in childhood usually makes 
the child, during his illness, more dependent on the 
parent. Under the influence of the urge to remain alive, 
the child must be assured that the protective urge is 
present in both parents—at an early age more in the 
mother than in the father. When this assurance is 
lacking the child has an unsolved problem which leads 
to the behaviour of the *‘ problem child.’’ It may be that 
experience in later life will give the patient confidence 
and remove the difficulty ; but if the problem child grows 
up with it unsolved, he remains selfish and determined 
to get his own way, even by recourse to violence. Such 
people are continually playing up to get attention. Where 
the child is controlled without the problem being properly 
solved, he continues to have a need for protection and 
mothering which may interfere with his family life after 
marriage. 

A man, aged 51, complained of acute anxiety neurosis 
(anxiety spiral). He was full of complaints against his wife. 
Up to the time of the death of their second child, two 
years before, she had been a good and protective mother 
to her children and the husband was content with her in 
this réle: it kept her at home and gave him a feeling of 
assurance. But to relieve her grief for the death of her child, 
she began a life of social activity which was uncongenial 
to her husband. Gradually their lives were lived apart. 
His efforts to persuade her to change her way of living only 


increased her determination not to be placed in the mother 
réle. The frustration of his wish for a mother relationship 
gave rise to a feeling of fear which was shown by the symptoms 
of anxiety. As these symptoms were not immediately recog- 
nised and treated, secondary anxieties were produced which 
resulted finally in the anxiety spiral and an acute attack. 
By taking the history of his childhood carefully at the first 
interview, it became clear that it was in this period of his 
life that the anxiety must be sought. 


History in Adolescence 

Life at school is that of a primitive community in which 
protection is obtained only by becoming a member of a 
group. The child who is unable for any reason to join 
the group is afraid and alone. This is of course the 
primitive reaction of an animal that is not attached to 
any herd. A group protects its members because they 
are all on guard watching for danger, and if one member 
is attacked the others come to his rescue. Such a group 
gives to the child at school a feeling of complete assurance. 
It may be that only two children are involved, but the 
happiest relationship is usually in a group of about 
ten—a number small enough not to break up into 
sections. The chief reason for a child’s failure to join 
the group is the persistence of his attachment to home, 
either because he is sensitive and afraid, or because 
he is not physically strong and is afraid of the robustness 
of his fellows, or because of the selfishness of the parent— 
e.g., a mother keeping the child to herself for her own 
satisfaction, or of both parents not permitting the child 
to meet and play with other children of his own age. 
Any of this may prevent proper affiliation into a herd, 
and again the survival factor comes into action and the 


child lives in a state of fear without being able to under- 
stand it or to escape from the dangerous situation. 

After-school life offers new problems. The normal 
adolescent should be able to face new groups at college 
or at work, with confidence, because he is an accom- 
plished and trained group member, but if he has failed 
in this, every new set of conditions causes him distress 
and he tends to withdraw from what might be a dangerous 
situation. The survival mechanism works at a primitive 
level, but it acts in the human as surely as in the animal, 
even though modified by control and reason. Failure 
at any of these stages automatically produces difficulties 
in the next, and an examination of the patient’s back- 
ground may give the clue to any anxiety neurosis from 
which he suffers in adult life. It has taken time to describe 
this examination of the patient’s background ; but with 
an alert patient who answers questions directly, it 
should not take -more than ten minutes, if the doctor 
knows what he is looking for. 

If the patient has gone through the three preliminary 
stages successfully, his difficulty must be looked for in 
adult life, particularly in his home. The difficulty may 
be a sensitive spot, and the patient may not mention 
it because he does not wish it to be touched. This applies 
to physical illness and even more to mental disturbance. 
This reticence or avoidance of the pain caused by touch- 
ing the frustration may obscure the cause of the illness 
during the first interview. It may take one or two 
interviews before the patient has enough confidence 
to disclose a situation in the home or in his business, 
which it is his social urge to hide. To hide a difficulty 
in the home is habitual rather than deliberate, because 
it may lead a wife or husband to disclose something 
shameful and distressing. But when the patient is 
assured of the good will and understanding of the doctor, 
these painful experiences are readily disclosed. Here the 
general practitioner has an advantage over the consultant, 
for he is already in the patient’s confidence. 


J Explanation 


Having found the probable cause of the patient’s 
anxiety, the next step is to explain to him how it causes 
his symptoms. 

This should be done first from a general point of view— 
the reaction at an animal level of the body to the stimulus. 
Being afraid is a preparation for running away, being 
in love is a preparation for reproduction, being angry 
is a preparation for a fight; and in primitive cireum- 
stances this kind of response to an external stimulus 
would usually be translated into action, and no conflict 
would result. The patient must learn that anxiety 
symptoms are usually produced in social life and in 
groups in which expression of a primitive urge is pre- 
vented by the herd laws. It is the inability to give 
expression to these emotions which causes the physical 
symptoms. Each symptom should be examined, dis- 
cussed, and explained in terms that the patient can easily 
understand. 

This general explanation must be linked with what 
has already been discovered when taking the patient’s 
history. At this stage the doctor and the patient must 
be in agreement as to which emotion is being aroused, 
to what extent it is being frustrated, and how this 
emotion is linked with the symptoms. 

In a short paper it is not possible to give in detail 
explanations appropriate to each of the anxiety symptoms 
but once the principle is accepted that they are separate 
parts of a physiological process leading to activity at a 
primitive level, the explanations will readily come to 
mind as the following two examples show. 


INSOMNIA (DELAYED SLEEP) 


One of the symptoms most likely to lead to secondary 
anxieties is insomnia, There are many reasons why a 
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not well. Many of them need no more 
than some familiar physical treatment, but in the 
anxiety state insomnia usually takes the form of delayed 
sleep. It is not enough to prescribe a sedative for sleep- 
lessness in an anxiety state: in fact symptomatic treat- 
ment is not likely to produce permanent benefit unless 
the patient understands the cause and nature of the 
symptom and is equipped to codperate in dealing 
with it. 

It is incorrect to think of people going to sleep, because 
this suggests that they take some action to attain the 
sleep state. But, in fact, sleep takes possession at the 
appropriate time, and in the right conditions, when the 
body is relaxed and the mind free from care. The time 
at which sleep begins is largely a matter of habit and 
conditions, and the amount of time spent in sleep depends 
again on habit. Sleep can be light or deep, depending 
on the patient's sense of security. Four and a half hours’ 
sleep are enough for health. The real objection to this 
limited rest is, that so much more of the twenty-four hours 
is spent in a waking state which tends to induce exhaus- 
tion and a diminished energy and capacity so that most 
people need eight hours’ sleep. 


Animals and birds in their sleeping behaviour give a 
clue to the delayed sleep of the anxiety patient. In the 
wild state the animal or bird rarely feels secure, and 
many of them live in conditions and in a physical state 
which in a human would be described as an anxiety 
neurosis. To roost in a large flock gives a bird a sense 
of security and therefore a deep sleep, and the same 
is true of family groups of animals. Thus sleep is a 
physical state and needs not only a feeling of being in 
protected surroundings, but also in loose clothing, warmth 
without being too hot, conditions of comfort in which 
the body can relax. In ideal conditions, once the 
habitual relaxed condition is taken up, sleep comes 
within seconds, but to achieve this the person must be 
free from external stimuli which might produce emotion, 
and especially he must be free from any cause for 
emotion which has not been resolved during the waking 
day. 

In the comparatively quiet and undisturbed surround- 
ings of the bedroom, when the mind is not distracted 
by the need to deal with everyday problems, anxieties 
have a tendency to appear and to form the type of 
mental picture in which the individual may see himself 
threatened by danger. The body responds to this picture 
by making preparations for escape. One preparation 
is an increase in the activating substances from the 
suprarenal gland being poured into the blood-stream. 
This stimulates the muscles to activity—an entirely 
mechanical reaction. In such a state relaxation is 
impossible, and without relaxation sleep does not come. 
The patient must be taught that, when this state of 
emotion has been established, only philosophical accept- 
ance is of any avail. He knows when his body is in this 
emotional state, and he must accept the fact that, 
while it persists, it will prevent sleep. 


His first step is to ensure that the body is lightly 
covered, and that there is no obvious discomfort, such 
as a full bladder or a sensation of hunger. The next is 
the realisation that nothing can be done about the 
problem which is causing the emotion in the middle of 
the night. The originating anxiety will now be replaced 
by the problem of attaining an unemotional state. The 
patient must realise that, while the anxiety goes round 
in the mind, each time the crux of the problem is reached 
a new burst of energy takes place. If this cycle can be 
avoided, the ordinary excreting mechanism of the body 
will deal with the stimulating endocrines. When they 
are sufficiently reduced in intensity, sleep will come 
suddenly. To complete this chemical process takes about 
half an hour. 


External noises will never prevent sleep so long as the 
patient understands that they are not a warning of 
danger or a cause for anger. 


ANXIETY HEADACHE : COMMUNICATION 

At the animal level ideas are communicated by sound 
which is inarticulate, by posture, by movement, and by 
expression. The human being is near enough to his 
primitive ancestry to use the same methods auto- 
matically, although he has in the last 20,000 years 
perfected communication by speech. Anyone who has 
kept a dog or cat will recognise that they are always 
communicating with their owner or with one another 
and that these messages are clear and unmistakable. 

The muscles for expressing anxiety are chiefly con- 
fined to the face and scalp and the back of the neck, 
and it is to the contraction of the muscles in the scalp 
that the patient owes his headache. He variously 
describes it as a headache confined to the front and 
back of the head, or as a ring around the head, or as a 

pressure over the whole scalp, or as a feeling of contraction 
or dulling of the mind. It is usually linked with pain and 
stiffness in the back of the neck. 

It is important to begin by explaining to the patient 
that the pain is outside the skull and has no connection 
with the brain. The next step is to demonstrate the 
anxiety expression and posture and to show that this is 
the first stage in the preparation for running away 
in an animal such as a rabbit or for flying away in a 
bird. The scalp is contracted and the muscles at the back 
of the neck pull the head down towards the shoulders. 
If the patient is himself showing this sign, let him see 
his reflection in a mirror, both front and side views. The 
anatomy of these muscles of expression can then be 
shown in a simple diagram. 

It must be emphasised that the whole mechanism takes 
place in the scalp, that the muscles producing the 
expression are attached at one end to a cap of fibrous 
tissue forming the foundation on which the scalp is 
built, and at the other end to the skin. They are arranged 
in groups and lines and are found both in the front and 
in the back of the scalp. Their action can be demon- 
strated by imitating the anxiety expression, or even 
by raising the eyebrows and drawing the forehead into 
lines. In a bald-headed man the muscles at the back 
of the scalp can be seen to act in opposition to those in 
the front. When anxiety is constantly present as an under- 
lying motive in the patient’s life, these muscles are 
persistently in action, and the skin is always in a state of 
tension producing pain at the point of attachment. 
The fibrous cap is pulled down on the top of the skull, 
giving a sensation of a weight pressing on to the ver‘ex, 
which in fact is what is happening. 

The patient often needs a clear demonstration of this 
process. Many people find it difficult to believe that so 
simple a mechanism can produce so serious a headache 
and so great a feeling of fear, but the truth of the state- 
ment can easily be demonstrated and the patient in the 
end must accept it. Where the anxiety has persisted 
for some time, the scalp becomes more sensitive and this 
sensitiveness is naturally increased by introspective 
concentration. 

The second part of the anxiety expression is due to the 
contraction of the muscles supporting the skull and 
attaching it to the cervical vertebra and the shoulders. 
This will result in stiffness and pain in the back of the 
neck which can travel from muscle-group to muscle- 
group until the whole of the back is involved. Not only 
is this tiring but it adds to the patient’s anxiety that his 
spine may be diseased. 

Conclusion 


Explanations such as these must be ready for the 
patient as a cure for his symptoms. Though explanation 
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appears to be a long process, with the aid of a diagram 
it takes only a few minutes. Some explanations may have 
to be repeated more than once until the patient is 
completely reassured. In a headache he can relieve the 
tension at will by loosening his scalp, and he can drop 
his chin on to his chest to lengthen the back of the 
neck and so to loosen the contracting muscles of the 
neck and shoulders, or these movements may be part 
of general relaxation exercises. 

The doctor must keep in mind that though explanations 
will relieve the secondary anxiety caused by the symptom, 
it will not prevent the reappearance of the symptom 
so long as the basic anxiety persists. 

This method is available to everybody who has a 
knowledge of physiology and this form of treatment is 
within the compass of any general practitioner. It is a 
pity that psychological medicine has always been pre- 
sented as a complex and difficult subject, so that the 
doctor who has had no special training believes himself 
unfitted to treat his neurotic patients, when in fact he is 
the man most able to help the majority of those who 
seek his advice. 


Points of View 


FAITH AND HEALTH 


R. W. Luxton 
M.D. Manc., B.Se., F.R.C.P. 


EVERYONE would define religious faith according to his 
own training and experience. Whereas the schoolboy 
described it as ‘‘ believing what you know to be untrue,”’ 
the view of many adults could be summarised as ‘‘ adher- 
ence to the doctrines of a particular religious sect’ ; and 
the late Dean Inge offered the famous definition—‘‘ the 
resolution to stand or fall by the noblest hypothesis.” 
I would myself define a man’s religious faith as an 
attitude of mind and will, an attitude of quiet, undemand- 
ing expectation that in obeying the spiritual laws dis- 
covered in his experience and declared by the spiritual 
pioneers, the powers of the universe would be behind 
him because he is obeying basic laws of the universe. 
As a doctor I find my views on religion clarified by 
comparing faith with science. 

Science is the knowledge accumulated in certain fields 
of thought, organised and classified. In his scientific 
work man’s supreme incentive is the quest for truth. 
Hé shows humility and honesty in receiving new truth 
from any quarter, and he lives in constant expectation 
of its revelation as he tests the world around him intelli- 
gently. By trusting the scientific pioneers and their 
method of approach—observation, hypothesis, experi- 
ment, law—the young scientist starts with his feet firmly 
on the road to discovery. The explorer in religious faith 
shares some of these attributes of the scientist—the desire 
for truth ; the humble, honest mind; the expectation 
of revelation. He, too, trusts the pioneers who have 
gone before him and accepts the spiritual principles they 
have enunciated. 

* * * 


Scientific study and the practice of religious faith are 
different ways of discovering truth, but the material 
under investigation and the method of approach are not 
the same. Science studies the physical phenomena of the 
natural universe with the physical senses of sight, hearing, 
touch, &c. These senses have been greatly extended by 
the invention of ingenious instruments, such as the 
microscope, telescope, galvanometer, and Geiger counter. 
By the use of his intellect and with the aid of these 
instrumental extensions of his physical senses, man has 
brought to light some of the wonders of a physical universe 
which is, for the religious person, a product of the crea- 
tive activity of God. Not unnaturally, he tends to idolise 
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the intellect which opened up such 
profitable realms. For convenience of study, he divides 
scientific knowledge into compartments—chemistry, 
physics, botany, zoology, astronomy, metallurgy, &c. No 
such man-made divisions could arise in the mind of a 
Creator, however, for the universe functions asa unity. 
Thus, as others have said, all discoveries of science are 
revelations of God and of the way His ‘‘ mind ”’ works. 
Science advances when man thinks God’s thoughts after 
Him. Man’s main part is to invent the instruments and the 
methods by which he may become aware of the handiwork 
of the Creator, and to integrate his discovery into the 
rest of knowledge. 

Religious faith deals with an aspect of the universe 
hitherto unexplored by science. Its means of explora- 
tion differ in two respects. First, spiritual laws are not 
mainly elucidated by the intellect but are revealed to 
‘** babes,” the single-minded, the pure in heart. (Indeed, 
the intellectual is a fair object for criticism, for his pride 
of intellect blinds him to truth. It was said of one spiritual 
pioneer that ‘* he could put truth so simply that even an 
intellectual could understand it.’?) Secondly, religious 
faith uses in its explorations the sense of moral and 
spiritual values, not the sense of sight or the sense of 
hearing. The phenomena of religion cannot be measured 
by instruments, and religious values are outside the 
range of science as we know it today. They are none the 
less real. 

It is useful to remember how limited is the range of 
man’s natural senses. A great deal is happening of which 
we are unaware because we have inadequate powers of 
reception. A crude example is the response shown by a 
horse or dog a hundred yards away to the blast of a 
supersonic whistle, which is inaudible to the blower. 
Cosmic rays and wireless waves were unrecognised until 
apparatus suitable for their detection brought them into 
the orbit of man’s senses. All human beings have a 
sense of spiritual values, often ill-developed and some- 
times hardly influencing animal conduct. In this realm 
of spiritual values the spiritual pioneers have made 
experiment and have discovered an aspect of the universe 
complementary to the aspect described by science, but 
in no way conflicting with it. They declare that law and 
order obtain in the realm of spirit just as in the world of 
science, and that spiritual laws, like scientific laws, are 
principles on which the universe is established. Just as 
the scientist can, by experiment, discover or confirm 
scientific laws, so the man of faith, by experience, can 
discover or confirm laws of the spirit. 

There is an old Chinese saying “‘ the broadminded see 
the truth in different religions, the narrowminded see 
only the differences.” With due allowance for the times 
and circumstances in which each pioneer lived, the basic 
truths they articulated are much the same. To people 
who have found salvation in a personal allegiance to 
Christ, the Incarnation is the most successful experiment 
God ever made, as well as the most critical. To a greater 
number he is a pioneer whose teachings provide a sound 
basis for spiritual adventure. I regard the attainment of 
a mature Christian faith as a great achievement, the 
outcome of years of courageous living, made possible by 
the humble recognition of error, the refusal to be dis- 
couraged by failure, and the determination never to 
give in to despair. 

* * * 

The Oxford Dictionary defines health as ‘‘ soundness of 
body ’”’ and cognates the word with the Anglo-Saxon 
“hal”? meaning hale or whole. The majority of doctors 
who have vaulted the hurdle set by the title of this paper 
were probably already convinced that ‘ soundness of 
body’ is not the same as “ wholeness” in a human 
being. Doctors have long known that though psycho- 
logical symptoms may be due to a bodily disease, such as 
cerebral tumour or myxcedema, grave mental] disorders 
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often have no detectable physical basis. Somatic 
disorders originating primarily in a disturbance of the 
mind are, however, widely recognised and now have 
their own textbooks. Today the trend of thoughtful 
opinion is toward the concept of man as a ‘‘ body-mind,” 
an injury to one inevitably affecting the other. The 
wise physician would find it hard, therefore, to set a 
limit to the effects, for good or ill, which the mind may 
have upon the body. 

But, if a man’s body is entirely healthy and bis mind 
sound, is that man whole, complete ? How one answers 
that question depends on one’s philosophy of life, one’s 
conception of its purpose. A materialist believes that 
man is only an animal and considers that if his body keeps 
fit and his mind keeps sane he is a whole and healthy 
animal—but still an animal. The spiritually minded 
person believes that every man has a bit of God in him, 
and that he is set in this amazing world for a period of 
time for a purpose. The materialist believes that man is 
body and mind which are blotted out when he dies. The 
spiritually minded person holds that man is primarily a 
spirit in a setting of body and mind, a conception which 
alters the meaning of ‘‘ wholeness ’’ or ‘‘ health.”’ (It is 
interesting that the word ‘‘ hél’’ not only means health, 
but is also the root of the word “‘ holy.’’) The healthy 
man must, on this basis, have a sound body, a sane mind, 
and a victorious spirit. Just as there are primary diseases 
of the body and primary diseases of the mind, so there 
are primary diseases of the spirit—such as pride, resent- 
ment and bitterness, self-pity, fearfulness, self-indulgence 
(in comfort, sex, or laziness), greed (in gluttony, or inordi- 
nate ambition). And in the same way as diseases of 
the body may affect the mind and diseases of the mind 
the body, so disease of the spirit may produce profound 
changes in both mind and body. 

For normal development the body needs food, air, and 
exercise, and the mind its appropriate training ; similarly 
the spirit is dependent on its proper environment and 
nourishment. The mind or body may remain infantile 
or become maldeveloped for lack of the right internal or 
external circumstances ; the spirit, too, may be dwarfed 
and incomplete when denied the conditions of healthy 
growth. In my view, religious faith is the environment 
in which the human spirit can best grow to fulfilment. 
The application of religious faith in daily life provides 
the necessary exercise. 

* * * 


How then is a religious faith conducive to health or 
wholeness ? Though our primary interest is in the effect 
of a man’s faith on his own health, I must stress the 
importance of centuries of Christian faith in the creation 
of national concern for the health and well-being of the 
individual. A Christian faith has animated many people 
in their struggle to improve social conditions; care for 
the children and the elderly, the foundation of our 
hospital services, the evolution of the nursing profession— 
all have been inspired and maintained in vigour by 
Christian faith and principle. 

Health is to be judged more by quality of life than by 
length of days. John Macmurray describes a person who 
is really alive as follows : 


‘“* There is always a curious simplicity and definiteness about 
him—a quietness which is sure of itself. Not the quietness of 
what is dead, but the quietness of a steady flame. He isn’t 
necessarily brilliant intellectually or emotionally powerful. 
He may or may not be, but if he is clever, you hardly notice 
it ; it is so simple, indeed you notice him so much more than 
his qualities. He is significant—and significant just by being 
himself, not through any particular qualities or peculiarities 
that he possesses. And he is significant because he is vital. 
Yet the vitality is not necessarily a fullness of physical activity, 
or even physical strength, because it shows equally well, 
perhaps even better, in repose. It is rather a fullness 
~ life, a completeness of life, an inherent livingness about 

im.” 


I would like to consider three of the ways in which 
religious faith creates such health for the individual. 
In the first place it allows the recognition and treatment 
of disease of the spirit. Though not considered in the 
textbooks, spiritual diseases have their signs and symp- 
toms in the same way as physical or mental disorders. 
The medical curriculum as a whole is based on materia- 
listic science which deals with the soma; and though 
disturbances of the mind are given cursory considera- 
tion, man’s spiritual nature is utterly ignored. Even 
in The Lancet an original article on ‘‘ Resentment—its 
etiology, symptoms, differential diagnosis, complications, 
prognosis, and treatment ’’ would be startling. It is not 
likely to be written by a doctor. Articles in the 
same series could discuss pride, self-pity, fearfulness, 
self-indulgence, and greed. 

Spiritual diagnosis is almost as important to the doctor 
as to the priest. The art cannot be acquired from the 
textbook, but only from personal faith and experience ; 
for a religious faith brings its possessor into this new 
kind of awareness of himself and of others. Further, for 
these disorders of the human spirit faith offers not only 
hope of cure, but also a method of cure. In broken 
human relationships, for example, whether the fracture 
be greenstick or compound, the method can be sum- 
marised as honesty, repentance, restitution, and a fresh 
start. Faith gives a man the courage to be honest with 
himself, the humility to repent, the love to make apology 
and restitution, and the hope to start afresh. 

In the second place, faith leads ultimately to serenity. 
Serenity denotes peace of heart and mind. This does not 
imply a lack of striving. Some of those who have 
achieved most have been the most serene, and many 
whose lives have been idle and uncreative have shown 
little of that quality. Serenity reigns in the depths of 
personality—like the quietness of the ocean far below 
the surface storms. A man may thus have peace at 
heart while in the throes of battle. Serenity depends on a 
sense of security. What a man values, and holds as most 
worth while, determines where his security lies. At the 
same time, the major sources and the nature of his stress 
and tension are also decided, for stress arises when 
security is threatened. Surely an important cause of the 
lack of serenity in so many of us today is that we seek 
security in the wrong place. The newspapers provide a 
daily record of the fallibility of the conventional securities 
—investments and bank balance, a safe job, personal 
reputation, physical health, emotional attachments to 
other people. The values on which religious faith is 
founded, and the security it offers, are of a different order. 
They include a passionate search for truth; humility, 
the outcome of a right perspective ; purity of mind and 
body ; compassion for others and a deep concern for their 
true welfare ; a forgiving spirit. These and other values 
are built around the primary love and loyalty in wiich 
the human spirit can abandon itself to its conception of 
Deity. Thus a man whose main objective is to turn 
£3000 into £5000 a year is going to experience stresses 
different in origin from those of the man whose burning 
purpose is to love and serve God and his fellow men. 
For two such men, security is hardly to be discussed in 
the same language. What is disaster to the one is a 
triviality to the other. For the religious man, serenity 
is the product of security in spiritual values which he has 
tried and tested. Just as experiment convinces the 
scientist that metals expand when heated, so experience 
convinces a man that the sense of personal forgiveness is 
related to forgiving others. Repeated experiments with | 
simple spiritual truths of this kind are bricks in the 
structure of a secure faith, on. which a serene character 
may have a firm foundation. 

Apart from its impairment of human happiness, lost 
serenity has a direct outcome in gross mental and bodily 
illness. Almost half our hospital beds are occupied by 
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the mentally ill; the national consumption of barbitu- 
rates is colossal: these facts give an idea of the mental 
and emotional tensions which must exist in millions of 
people. And who can assess the extent to which physical 
disorders are the result of long sustained emotional 
stresses—in patients with thyrotoxicosis, peptic ulcer, 
hypertension, coronary disease, and many other con- 
ditions ? Overwork, so often given as a plausible explana- 
tion for physical or mental breakdown, is often due to 
loss of perspective and serenity. Sometimes—in war, for 
example—overwork is unavoidable ; but often it is a 
symptom of insecurity, or a means of escape from 
intolerable tension in the home—conditions which can be 
relieved only by a change of heart and outlook in those 
concerned. It may be argued too that uncontrollable 
addietions are symptoms of lost serenity. Drugs, alcohol, 
tobacco—each has its place in ministering to health and 
comfort. But their use should be on a basis of choice, 
not of inner compulsion ; otherwise they serve merely 
as anesthetics to allay inward restlessness. 

The psychiatrist may produce serenity in his patient 
through an honest review of the past and a fresh start. 
However, as the psychiatrist himself rarely acknowledges 
that man is primarily a spiritual being, be fails to 
establish within the patient the lasting link with 
spiritual resources essential for day to day renewal. For 
finally, religious faith opens up a new source of power. 
An atheist, John Buchan once said, is a man without 
invisible means of support. If it is true that obedience 
to the laws of science puts power into men’s hands, it is 
equally true that obedience to spiritual laws puts power 
into their hearts and wills. In all of us there are capacities 
which have never been explored, reserves which have 
never been tapped. We have lived for so long at a level 
which is subnormal that we mistake the subnormal for 
the normal. A physical counterpart is the patient who 
for years has had an iron-deficiency anemia and who 
at last receives adequate treatment. His languor and 
breathlessness disappear, and to his surprise he has 
vigour, interest, and sustained energy. Man is primarily 
a spiritual being, and his nature is not changed by long- 
continued spiritual anoxia. Only his superficial needs 
are to be satisfied by common human securities, by 
transient satisfaction of his insatiable ambition, or by 
resource to Bacchus, Venus, or Nicotine. His deepest 
need is for a faith which is his own, tried and tested, and 
proved big enough to live by. Perhaps we are alive on 
this planet to synthesise that faith individually, for only 
such a faith takes death in its stride. 

The doctor of a thousand years hence may regard the 
Medicine of 1954 with the astonishment that we feel for 
the Medicine of a.p. 954 ‘Time will reveal the error in 
our thinking and practice. It may bring a new con- 
ception of the healer as a man of faith no less than as a 
man of science. 


Medicine and the Law 


Death after Tonsillectomy 


A 6-YEAR-OLD boy died of respiratory collapse and 
hemorrhage after removal of his tonsils and adenoids, 
and during the inquest? it was said that he probably 
bled abnormally easily. Despite packing of the nose and 
blood-transfusions, the boy died on the morning after 
the operation. The surgeon said that the boy’s blood- 
pressure had been unusually high after the operation. 
Recording a verdict of misadventure, the coroner said 
he was satisfied that the operation had been properly 
performed ; there had been no reason to expect any 
alarming results. 


1. Worthing Gazette, Aug. 4, 1954. 


In England Now 


A Running Commentary by Peripatetic Correspondents 


I was in the White Bear Territory. I had always 
wondered how people got lost. Now I knew. Following 
the shore of a lake I decided to shorten my journey by 
cutting across the neck of a peninsula. It only seemed 
a short strip of dense bush. Now I had lost all sense of 
direction and stood on a hillock overlooking an area 
of muskeg (bog), dried out sloughs (pronounced sloos— 
small ponds) covered by tall reeds. My reaction of panic 
was peculiar. Ino longer felt the weight of my pack ; 
my skin was fiery hot and I had no sensation of weari 
clothes ; my heart was pounding and my b.ow seem 
to throb. I made a move and crash—a dead tree came 
clattering down. Then my foot caught in a tangle of 
dead timber. Suddenly I became aware of a motionless 
figure looking towards me without any movement or 
expression on his face; he said ‘‘ Are you a hiker?” 
“Where did you get that word? I’ve never heard it in 
Western Canada before...” ‘I’ve been in Glasgow, 
like you! ’”’ He was a Cree and had been in the Canadian 
army and spent all his leaves in Glasgow. I shared a 
meal with him and we talked of Sauchiehall Street, and 
Argyll Street, and ‘‘ meet me at Bamber’s.” He led me 
silently back to camp and returned the next day to act . 
as a guide. 4 

The area, a hilly one, of about twenty square miles, 
rises four to five hundred feet from the dry flat prairies 
and experiences frequent electrical storms and a rainfall 
many times its surrounds. As a result it is densely wooded 
and contains myriad sloughs and several sizable lakes. 
In the summer it teems with wild life, especially as a 
paradise for waterbirds. To a pathologist all things are 
pathology, and my friend seemed to sense this and he led 
me to an area, not remote but near a community of 
summer camps. Here was a small lake about six feet 
deep, with high banks scored by beaver runs. Like 
gaunt sentinels large trees, limbless and long dead, 
stuck out from the water and all were neatly shorn across 
about five feet from the surface. The area had had three 
water-levels: one, the lake bed, from which the trees 
grew; one, five feet higher, the present water-level ; 
end one, five feet higher again, where a flood had reached 
and ice movement had shorn the trees so neatly. I 
discussed the question of a great flood that must have. 
left the prairies under water from the Red River Settle- 
ment south through the Dakotas. With scarcely a word 
he led me up the steep banks of the lake and prodded a 
mound—‘ This is an old beaver lodge.’’ An old diary, the 
details of which I have forgotten, written by an English- 
man who stayed for some years at what is now Winnipeg, 
stated that a great flood had come (circa 1800, I think) 
and that the prairies were under water. Certain it is 
that the prairies have known great changes in relatively 
recent times. Unfortunately I left the area, carried 
away by ambitions ingrained into me a my mentors. 

I am still an exile from Scotland; I still can feel the 
gentle smirr of Highland rain; I still can hear the c 
of the peewit as I climb the foothills, and, higher still, 
the melancholy call of the whaup on a lonely moor fills 
my ears. But I really left my heart on the edge of a 
lonely western lake, and the melancholy cry of the loon 
bids me leave my desk and my students and my early 
ambitions and once again march in these lonely places 
in the land of clear blue skies and magnificent distances. 


* * * 


There is no antidote to the.fever and fret of general. 
practice like three weeks on a luxury liner—as ship’s 
m. Long indolent days are spent dozing in a 
deck-chair. The only interruptions are for food—which 
is rich and strange and a danger to our disciplined 
palates. War and chronic rationing have made monks 
of us all; but if one is careful for a few days and allows 
the liver to get into its stride, the porter steaks, the 
gherkin hors-d’ceuvres, the baked Alaskas, and the 
crépes suzettes can all be consumed with impunity and 
with relish. The worst thing that can happen is a perfora- 
tion of the Captain’s ulcer. I have told him that in this 
emergency I will carefully examine my coloured plates 
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of illustrated emergency surgery and perform an opera- 
tion—my first—with masterly precision and speed: 
since when he has been seized by an unquenchable 
thirst for warm milk. 

One soon settles down to the long sunny days, and 
one’s unrestful life in a single-handed practice with its 
incessant demands on spirit and flesh slips swiftly into 
oblivion. This is life as it should be led—easy and 
congenial, warm, relaxed, undisturbed. The sun shines 
like a benediction from a cloudless sky, and all around 
is the vast and unending sea, green as emerald, smooth 
as jade. A lone gannet, high above the for’ard mast, 
sails down the clear lanes of Atlantic air, and below, 
the indomitable porpoise, buffoons of the ocean, plunge 
and fumble on the fathomless sea with profound aplomb. 
Slowly, through a thousand veils of light, day gives way 
to a Southern night, velvet dark, afire with stars. Even 
the sea, thrown back by the ship’s way, is sequined with 
phosphorescence and sparkles like frost under a winter’s 
moon. Imperceptibly one becomes aware that one is 
convalescing—not from any defined disease, but from 
a habit of life. Here time is no longer the enemy that 
censures, but the friend who conserves. 

* * * 


The Weather Study Group in our common-room, 
having discredited that nonsense about the hydrogen 
bomb and dismissed the Meteorological Office’s long-term 
views as irrelevant, have now gone into recess and are 
unfortunately unable to consider the most plausible 
explanation of this summer’s weather yet put forward. 

esterday the quiet little lady at the end of North 
ward, whose peculiar abdominal sensation had defied 
our diagnostic wiles, confided to me that she, in fact, 
controls the weather. I could not help marvelling at 
her unconcern or at the therapeutic inactivity of our 


psychiatrist. But then he has had his holiday. 


* * * 


It is becoming increasingly clear that the audio-visual 
aids in our department are hopelessly out of date. We 
have no fluorescent chalk for passing messages to our 
staff during a blacked-out conference, nor do our speci- 
mens glow softly in the dark when we lecture to the 
students. We have no multiple stethoscope, no remote- 
controlled projector. The years slip by and we haven't 
made one teaching film. When we looked at our stereo- 
scope the other day a big fat spider ran out. We haven't 
even had two-way television installed. But worst of all 
is our communications system. We remember being 
terribly impressed when we visited a teaching hospital 
recently and timidly enquired for an acquaintance of 
ours. Within ten seconds the corridors were reverberating 
to the summons we had initiated. ‘‘ Calling Dr. Kildare ! ” 
the loudspeakers said—just like the movies. It is true 
that our acquaintance was eventually located in his 
room, where a simple telephone call would have sufficed 
to find him, but the general electronic effect was most 
impressive. How different from our own intercom.! 

When a major crisis develops and we must have help 
immediately we simply tell the lab. boy to nip down and 
ask them if tea is up yet. There are no buzzers, no red 
and green flashing lights, no electrons. When we come to 
think of it, we are still using the system the ancient 
Egyptians must have used. Not long ago we read that 
the patients in some hospital are to be fitted out with 
telephones, and in desperation our colleagues have been 
practising against the great day when we too will have 
adequate liaison between one part of our department and 
another. ‘‘ Hello three, hello three !’’ they call out of the 
window, “‘ Come and get it, repeat get it! Out!” And 
from the storey above there comes a faint bellow ‘‘ Hello 
two, hello two! Roger! Out!” 


When I fetched the leek seedlings from our local 
nursery, the rather elderly fox-terrier did not come and 
bark at me as usual. So when his mistress said in a 
hushed voice ‘ Poor old Ted’s gone,” I hastened to 
sympathise. ‘‘ Was he very old ? Had he been ill long ? 
Did you have to have him put down?” Perhaps it’s 
as well she’s more of a talker than a listener, for at the 
sound of a distant bark I stopped short in time to hear 


her add tentedly: “ Y ld D j 
little > es, poor lad, very nice 


Letters to the Editor 


ROUTINE WASSERMANN TESTING IN 
OUTPATIENT CLINICS 


Srr,—Physicians and venereologists, who still see a 
good deal of syphilis in its late and sometimes lethal 
stages, will agree with Mr. Norman Kimbell (Aug. 7) 
that all adult patients attending any outpatient clinic 
should have a routine blood-test for syphilis. Also, it 
must not be forgotten that the present generation of 
school-children was born during and immediately after 
the late war, when the prevalence of early syphilis was 
very high, and there is much to be said for an extension 
of this practice to patients of school age. 

The following extract from the annual report of the 
Chief Medical Officer of the Ministry of Health for the 
year 1952 may perhaps deserve further publicity : 


** Ante-natal blood testing is doubtless averting many 
tragedies, but routine testing of men and women on a far 
wider scale is necessary if long periods of invalidism ending in 
—— death for many thousands is to be prevented. 

m. the economic viewpoint alone it seems a pity that these 
tests do not, in this country, yet form part of the routine 
medical examination of hospital outpatients and inpatients, 
candidates for life assurance and men on discharge from 
National Service and that they are not performed more 
frequently on those contemplating marriage.” 


Over the last ten years the number of deaths from 
aortic aneurysm show little change in males and have 
risen appreciably in females; and it should also be 
remembered that a larger, but quite incalculable, number 
of deaths occur each year as a result of syphilitic disease 
of the aortic valves. It is important that such patients 
be discovered and treated in the earlier asymptomatic 
phase of their disease when so much can often be done 
to prevent the development of these life-shortening 
conditions. 

London, W.2. G. L. M. McEt.igort. 


LUMBAR PUNCTURE IN POLIOMYELITIS 


Smr,—I feel the letter by Major Hamilton in your issue 
of Aug. 7 is timely at the present phase of medicine— 
the scientific phase. This question (of the indications 
for lumbar puncture) demands some consideration of 
fundamentals. 

We must recognise two basic considerations : 

1. All procedures carried out on the patient in hospital 
must be aimed primarily, and at least mainly, at his speedier 
or more complete cure or both. 

2. The forcible penetration of the protective integuments 
of the vital central nervous must, by definition, 
constitute a serious invasion of the biological ittegrity of the 
individual. 

Surely the doctor ought, therefore, before he ca:ries 
out a lumbar puncture, to ask himself the following 
questions : 

1, Is the information I shall probably get from this pro- 
cedure likely to result in my patient's speedier or fuller cure ? 

2. Would the lack of such information lengthen his illness, 
or make his cure incomplete ? 

3. If I were the patient, would I ( ting that in that 
position I should have a sound objective judgment) desire 
to be lumbar punctured by someone of comparable skill ? 

The justifiability of a diagnostic lumbar puncture surely 
depends upon an affirmative answer being given to 
question 1. The fact that the medical attendant in 
question is superlatively skilled in the technique of lumbar 
puncture is not germane to the question. I cannot see 
that the epidemiological situation in poliomyelitis war- 
rants the performance of lumbar puncture in the absence 
of strong clinical indications for this procedure. Finally, 
does the patient with poliomyelitis benefit from a series 
of lumbar punctures being done ? 


Cowley, near Exeter. J. H. Wuirtres. 
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Srr,—A review of what is known of the relation of 
trauma to poliomyelitis suggests that the more crude 
the trauma the more likely it is to be followed by serious 
palsy. _ In this connection we may note especially the 
adverse effects of what may be described as auto-trauma, 
in the form of violent physical exertion, and the fact 
that poliomyelitis following tonsillectomy is often of 
bulbar type. On the other hand, even minor trauma 
(such as subcutaneous inoculation, or even the encase- 
ment of a limb in plaster-of-paris 1) may favour paralysis 
in an already infected person. For this reason the 
injection of gamma-globulin? with a view to conferring 
a transitory immunity to poliomyelitis may quite well 
do more harm than good. Similar criticism applies to the 
use of intramuscular penicillin, at this season, when it is 
not essential. 

Lumbar puncture is clearly a traumatic procedure, 
especially in the hands of those who are relatively 
unskilled. At the best we have two needlings—firstly 
that for anesthetic infiltration, and secondly that of the 
lumbar puncture itself, which even for those well practised 
in this operation may present substantial difficulty in 
both adults and children. Surely then we must deprecate 
any haphazard use of this procedure in possible or 
incipient cases of poliomyelitis. If the patient is in 
the phase of ‘‘ minor illness,’ no positive findings in the 
cerebrospinal fluid are to be expected; while if the 
patient is gravely ill with poliomyelitis the findings 
may still be negative, as Major Hamilton points out. 
Moreover, in cases in the phase of ‘‘ major illness ”’ 
where the findings are positive it by no means follows 
that paralysis is inevitable. 

Probably the only valid indication for lumbar punc- 
ture in suspect preparetic poliomyelitis is the presence 
of ambiguous—or, alternatively, outspoken—signs of 
meningeal irritation, especially in children, where 
immediate diagnosis and appropriate antibiotic therapy 
or chemotherapy are most imperative. The same 
objections do not perhaps apply to the study (if desired) 
of the progress of poliomyelitis following the active 
phase, where paralysis has already been established. 


Other factors which should not be overlooked are the 


psychic trauma which lumbar puncture may induce 
in an apprehensive patient, and the diagnostic confusion 
it can cause when (as so often) it is followed by head- 
ache, backache, or lower-limb pain. In each case, how- 
ever, a balanced judgment must weigh the risk of 
commission against the risk of omission. I have often 
felt that, when lumbar puncture is in fact necessary, 
the proper person to perform it is not the house-physician, 
or even his senior, but the specialist anesthetist, who is 
most highly skilled in the procedure. 

Finally I would plead for equal circumspection in the 
use of early tracheotomy (as advocated by the Danish 
school) in the active phase of poliomyelitic bulbar palsy, 
where the operative trauma it entails may well increase 
the severity of the symptoms. In such cases we should, 
I believe, rely primarily on postural drainage—with 
frequent shifting of the patient’s position—and suction 
with an aspirator. 

London, W.1. 


TREATMENT OF ASCARIASIS 
Str,—In comment on Dr. White’s paper, which you 
published last week, may I make two points ? 


1. The treatment of roundworm infestations with 
piperazine compounds as such is scarcely new; for 
extensive trials have already demonstrated the effi- 
cacy of therapy with diethylcarbamazine (‘ Hetrazan’ 
‘Banocide’), which is itself a piperazine derivative 
(diethylcarbamazine acid citrate). 


MICHAEL ALBURY. 


1. Trueta, J., Modes, R., Lancet, 1954, i, 998. 
2. Ministry ot Health: Medical Memorandum on Poliomyelitis, 
July, 1954; see Lancet, July 24, 1954, p. 187, 


2. This type of treatment can have only a limited 
range of usefulness. As Dr. White rightly points out, 
ascariasis is at present a problem of very slight 
significance in Britain and most of the temperate zone. 
By contrast a high incidence of extremely heavy worm 
burdens is common, and sometimes almost universal, 
in some parts of the tropics. Unfortunately here pipera- 
zine treatment may not be as applicable as is suggested 
by this paper, owing to (i) its relatively high cost and 
(ii) the need for several days’ treatment with several 
doses daily. Because of the extreme press of work in 
tropical practice, an ascaricidal drug intended for general 
use must be not 8 | non-toxic but also very cheap, 
and effective when administered in a single dose to an 
outpatient. 


NUTRITION OF VEGETARIANS 


Sir,—Your leading article of July 31 deals with 
questions of topical interest, which have already been 
discussed in the medical press!* and which may well 
be mentioned in your columns in the future. Care is 
therefore needed in nomenclature if confusion is to be 
avoided 

The term ‘‘ vegetarian ’’ (vegetus, health) was intro- 
duced over 100 years ago to describe persons living on 
a meatless diet—i.e., containing no fish, flesh, or fowl—a 
definition which was accepted by the Ministry of Food 
when vegetarian registration and rations were established 
over 12 years ago. It does not mean persons living only 
on vegetable foods, who from the Latin vegetabilis would 
be vegetabiliarians! As practically all vegetarians 
consume dairy produce, the term “ lactovegetarian ”’ 
seems redundant, and is inaccurate when applied to the 
large majority of vegetarians who consume eggs as well 
as milk. The term “ pure” vegetarians used in your 
article to describe persons living only on vegetable foods 
is not a happy choice. It suggests that most of the 
vegetarians in this country are impure ! 

Persons living only on vegetable foods are best 
described as vegans. This term was introduced over 
12 years ago to describe a number of vegetarians who 
were trying to cut out all animal food, including dairy 
produce, from their diet. The term ‘‘ vegan”’ has been 
employed by the parliamentary secretary to the Ministry 
of Food,‘ and has since been appearing in different 
scientific journals.} 5 ¢ 

You refer to the value of vitamin B,, for improving 
the nutrition of rats and other animals living on purely 
vegetable «diets, and this tempts one to think that a 
deficiency of this vitamin may be a reason for the 
development of certain symptoms in British vegans after 
living for several years on strictly vegetable diets.* 7 
Such symptoms have been much less prevalent in Dutch 
vegans,* perhaps because they had in general been living 
on the vegan diet for a much shorter time. 

The time factor is important because it could also 
explain why no deficiency symptoms were observed in 
the short-term nutritional studies you mention. In the 
light of these more recent findings, it would seem desirable 
to test strictly vegetable diets over much longer periods, 
extending even to 2 years or more. The need for longer- 
term experiments has in fact been recognised by 
prominent workers ° in this field. 

Equally important is the possible réle of vitamin B,, 
as an animal protein factor in human nutrition, which 


Lewis, A. Brit. med. J. er} ii, 446. 
Badenoch, A, G. Ibid, p 

Jokes, F. So. F959, 100, 189. 
Cc. 


Brit. J. Nutr. 1952, 6, 118. 
. , Widdowson, BE. M. Spec. Rep. Ser. med, Res 
Coun., Lend, 1946, no, 254, 
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was suggested in your columns nearly 2 years ago.® 
Evidence in support of this suggestion has since been 
accumulating,!° and it is planned to discuss the problem 
at the third international congress of nutrition in 
Amsterdam next month, when human dietary deficiency 
of vitamin B,, will be described.1! 

Evidence will be presented to this congress relating 
the vitamin-B,, status, as measured by the serum- 
vitamin B,, level, to deficiency symptoms occurring in 
British vegans with very low vitamin-B,, intakes. In 
view of the wide variations in average intakes of total 
and animal protein and of vitamin B,, amongst different 
peoples, it would seem desirable to attempt to evaluate 
these factors in any future studies on vegetarians and 
vegans. Present knowledge indicates that the dietary 
intakes of these factors amongst British vegetarians are 
usually lower than in the average British diet, but are 
considerably higher than amongst many Indians, for 
example. This probably explains why the growth and 
development of vegetarian boys in a British public school 
have been found not to differ significantly from those of 
meat-eating boys in the same school.1* It will be 
interesting to compare these findings with those on the 
American vegetarian adolescents }* who apparently were 
in satisfactory health. 

Another factor to be considered is the réle of folic 
acid. It has been shown }4 that when there is a severe 
deficiency of vitamin B,,, as in pernicious anemia, an 
excessive intake of folic acid can precipitate degenerative 
changes in the nervous system, which may lead to 
subacute combined degeneration of the cord. Such 
changes have been encountered in some of the British 
vegans consuming large quantities of green vegetables 
providing folic acid. This danger does not seem to be 
so serious amongst Indians with low dietary intakes of 
animal protein and vitamin B,,, probably because of 
their lower consumption of green vegetables. 

Yet another factor concerned with this extraordinarily 
complicated problem is the possible supply of vitamin B,, 
by intestinal bacteria. How much this can contribute 
to human requirements is not yet known. However, 
some observations 1° on the precipitation of vitamin-B,, 
deficiency symptoms by oral administration of anti- 
biotics suggest that the contribution of the vitamin by 
the bacteria may be significant. It will depend, of course, 
on the composition of the intestinal flora. This can be 
modified by dietary changes. Many vegans often eat 
raw vegetables, and this could provide raw starch 
favouring the proliferation of Esch. coli, a well-known 
producer of vitamin B,,. Perhaps this explains why 
quite a number of the vegans have been able to recover 
gradually from the deficiency symptoms, and maintain 
apparently satisfactory health, with fairly high serum-B,, 
levels, after living for more than 5 years on a diet free 
from animal food, and presumably providing no significant 
amount of vitamin B,,. 

Supplies of vitamin B,, from intestinal bacteria have 
probably enabled a number of vegan mothers to breast- 
feed their babies satisfactorily, although allowance must 
be made for vitamin B,, being obtained from the mother’s 
own reserves. The cow, on the other hand, must derive 
the vitamin B,, in her milk mainly, if not entirely, from 
her intestinal flora. It is not yet possible to describe the 
part played by this vitamin in improving the amino-acid 
composition of the cow’s diet, so that, from various 
mixtures of vegetable proteins, there can be obtained 
the milk protein of such high biological value. The picture 


9. Pink, C .V., Wokes, F. Lancet, 1952, ii, 1274. 
10. ‘J. Proce. R. Soc. Med. 1954,'47, 426. 
11. Wokes, F., Badenoch, J. Sinclair, H. Paper to be read to 


the 3rd ‘International * Congress of Nutrition, 
September, 1954. 
12, Gundry, R., Wokes, F. Ugpabliched results 
13. Hardinge, M. G., Stare, F. J. . clin. a. 1954, 2, 73, 
14. Lowther, P. "Brit. med. J. 
15, Pink, C. V, Private communication.» 


Amsterdam, 


is clearer in the hen, which was used to establish the 
effect of vitamin B,, in improving the biological values 
of vegetable proteins, from which egg proteins of the 
highest biological value can be obtained. There should 
be no need to stress the importance of these facts in 
the nutrition, not only of vegans and vegetarians, but 
also of mankind as a whole. 


Ovaltine R h Laborat 
King’s Langley, Herts. 


Frank WokKESs 
Director of Research, 


PROSTATIC OBSTRUCTION IN THE 
OCTOGENARIAN 


Str,—Many years ago I found the mortality of 
prostatectomy in the aged and unhealthy too formidable. 
This led me to adopt the Steinach-1 operation (ligating 
the globus major in the groove between the caput 
epididymis and the testis), combined with a suprapubic 
in-dwelling catheter—the whole performed under local 
anesthesia. 

I performed about 20 such operations, and most of the 
patients did well for many years. 

I only actually know of 3 failures, or partial failures : 

(1) Kept well for three years. He then needed a 
prostatectomy. He died some 20 days after operation, when 
it seemed he was going to recover from a pulmonary embolism. 


(2) This operation was very successful for a few months. 
He survived prostatectomy. 


(3) This was successful for many years, but, after my 
retirement, the patient came into hospital because of further 
trouble, 

I know of at least 2 patients who survived ten years. 

I prefer a scrotal approach, filling the tunica with pro- 
caine. In a few minutes, anesthesia is complete. A strong 
ligature (I used thread) must be tied crushingly tightly. 

Patients should be encouraged to try to pass urine 
per urethram. Some volunteer the statement that they 
have not passed such a stream for years. I have never been 
able to popularise the operation among my surgical 
friends. They seem to think there is something derogatory 
about it. I say: ‘‘ Better a live ass than a dead lion ”— 
probably Aisop’s Fables. 


Great Yarmouth. Lreonarp 


THE HUMALACTOR 

Srr,—The account given by Dr. Mavis Gunther 
(July 31, p. 219) of a device known as a humalactor 
reads more like an apology for its shortcomings than a 
testimonial to its usefulness. It is sad that a complication 
of this kind should be introduced into a hospital whose 
work, including Dr. Gunther’s own researches into the 
physiology of lactation, are of great value to the infant- 
welfare movement. Moreover, she herself confesses a 
doubt whether the machine should have been used at 
all, and admits that most of the patients could have 
‘“* managed their lactation ’’ better had they been taught 
to use their hands to keep down milk tension in vhe 
breasts. This is amply supported by the fact that only 
17 of the 28 women, or rather less than 63%, were 
wholly breast-feeding when reviewed six weeks after 
delivery. This is too high a proportion of early failures. 
That the proportion of successes should be in the region 
of 80% has been shown at the hospital from which I 
write ? and confirmed at Guy’s Hospital.” 

It is supported also by the fact that in the space of 
eight days only slightly more than 5 oz. of residual milk 
was removed from each of 28 women—or rather less 
than an ounce daily. At this hospital we do not consider 
an amount as small as this requires removal, for it means 
the baby is draining the breasts sufficiently by its own 
efforts. Yet these women seem to have been relied on 
to supply supplementary milk to babies whose mothers 
were unable to feed them, whereas I should have expected 

Waller, H. Lancet, 1950, 


Blaikley, J. Clarke, S. Keith, R. Ogden, K. M., .7, Obstet. 
Gynec., Brit. Emp. 1953, 60, 657. 
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ese would be others in the wards with far higher 
yields. 

One hardly knows what to make of such a statement 
as thatthe machine was a convenience to women unable 
to understand English. Indeed a main objection to the 
use of any form of mechanical instrument to exhaust 
the breasts is its effect on the midwife’s education. It 
implies that she is content to control any overdistension 
of the breasts, or other difficulty that may arise, for 
such time as the patient is in hospital, and leave her 
to manage as best she can when she goes home. Once 
this becomes the accepted practice, it is tolerated by 
the medical as well as the nursing staff, as seems to 
have happened at this hospital. 

Dr. Gunther mentions that one disadvantage of the 
machine she describes is its cost. This reminds me of 
another type, used to exhaust the breasts, which gained 
favour some years ago but has, I believe, ceased to be 
used. When I asked the matron of an obstetric hospital 
whether she thought it of value she answered: ‘‘ For- 
tunately it gets out of order very easily and takes a 
long time to repair.” It is my hope that the same fate 
will overtake Dr. Gunther’s contraption. 

British Hospital for Mothers and Babies, 

Woolwich, London, 8.E.18. 


SALARIES IN THE PUBLIC-HEALTH SERVICE 

Sirn,—From to time there are communica- 
tions on this subject. Often, correspondents appear 
divorced from reality either by reason of altruism or 
their own particular estimate of the pecuniary worth 
of their work. 

Unfortunately, the 1951 salary award tied remunera- 
tion in the public-health field to that in local govern- 
ment generally and related salary scale to population, 
with no regard to functions and responsibility involved. 
The most disheartening outcome of the award, however, 
was not the inadequacy of the financial reward but the 
status of ‘‘ administrator with medical knowledge ”’ 
which was bestowed on the medical officer of health. 

The hope of the future is the decision of the British 
Medical Association, at the annual general Meeting in 


HAROLD WALLER. 


- Glasgow last month, to set up a committee to inquire 


into the remuneration in all fields of medical work. 

I think that those who negotiate on behalf of the 
public-health service would be wise to resist pressing 
any claims, just as they undoubtedly are, until this 
committee reports in the course of the next year or so. 
By that time, there may have emerged a clearer pattern 
on the future of local-government administration and 
the wisdom of continuing to link the public-health 
service to it. 

The present diversity of responsibility under the 
varying pattern of public-health organisation makes 
any national award for the medical officer of health, 
based on the common yardstick of population, inequitable. 

Having experience as a district medical officer of 
health, under a county health department which delegated 
no responsibility for services, and also in a county 
borough, I am quite sure that reorganisation of public 
health is more vital to ensure its future as an essential 
part of the National Health Service than pressing 
monetary claims. 

When the status of medical officer of health means 
the same everywhere, as does that of general practitioner, 
physician, surgeon, or obstetrician, so will the reward 
take its place with those in other walks of medical life. 

By all means press forward with negotiation for better- 
ment of our service, but let the priorities be in their 
correct order. Should not our first aim be for recognition 
by our employers that we are members of the medical 
profession with special experience in preventive medicine, 
and not ‘‘ administrators with medical knowledge” ? 


City Health Departmen’ L. F. 
z: Lincoln. 2 Medical Officer of Health. 


Str,—The majority of district medical officers of 
health may be pardoned for not viewing the problem in 
the same light as Dr. Lambert (July 31). He is right, 
of course, when he says that ‘‘ we have a unique and 
responsible position ’’—that being so, why are we not 
being paid accordingly ? I submit that we should be 
paid at least as well as the average general practitioner, 
who, by the way, does not have to possess a statutory 
postgraduate qualification. 

Again, I agree with Dr. Lambert when he says that 
we are more detached than the family doctor. I would 
alter this slightly and say “‘ detached from the family 
doctor.” How many of us can afford to mix socially 
with and to entertain our general-practitioner colleagues ? 
How many of us can afford to send a boy to Oxford ? 

District medical officers of health have to combine 
idealism with reality. Their salaries are just not good 
enough and should: be increased. 


ANOTHER DISAPPOINTED M.O.H. 


THE AFRICAN MIND 


Sir,—Those of us who are interested in the develop- 
ment of scientific studies in Africa, or in the evolution of 
behaviour in different cultures, are greatly indebted to 
Dr. Carothers for his bibliography of 189 references to 
works on psychology and psychiatry in Africa. It will 
remain for some time, I am sure, the only compendium of 
its kind in this field. 

It is, nevertheless, in his effort to achieve a ‘‘ meaning- 
ful synthesis ’’ of all these works, in the light of his own 
experience, that Dr. Carothers has impressed upon the 
material his own mark; and it is a little ingenuous of 
him—particularly as a psychiatrist—to disclaim as 
fervently as he does in his letter of July 24 that his 
synthesis is based upon his own observations. Dr. 
Carothers has made his plea more plausible by insisting 
that sections of his monograph were not solely based 
upon his own articles: the word “ solely” is, however, 
an introduction of his which will not be found in my 
letter of June 26. I am aware that he quotes other 
authors; but I think it is clear that the material and 
the approach of his own articles are the matrix of his 
synthesis. To deny this would be, in effect, to deny that 


‘his own experience had influenced his interpretation of 


the data. 

I am grateful to Dr. Dick Read for pointing out, in 
his letter of July 10, that there is no such entity as ‘‘ the 
African mind”’: I entirely agree with him. But in this 
his judgnfent is at variance with that of Dr. Carothers, 
who affirms in his monograph that ‘‘ the African mentality 
is, for certain reasons, more uniform than that of more 
literate cultures, such as that of Europe.’’ He does not 
elaborate these reasons, and one is led to conclude that 
he imagines illiteracy to confer a uniformity on such 
vastly diverse cultures: Dr. Dick Read’s wide travels in 
Africa have persuaded him of the fallacy of this 
generalisation. 

His argument is, in fact, that generalisations of this 
kind are quite unjustifiable, and he cannot believe that 
the deductions which Dr. Carothers made from his 
anecdotes were intended as generalisations ; but it seems 
to me that this was precisely Dr. Carothers’s intention. 
At the risk of being accused of taking phrases out of their 
context, I quote the following statements of Dr. 
Carothers : first, ‘‘ the resemblance of the leucotomised 
European patient to the primitive African is, in many 
cases, complete’’ (author’s italics); and second, “‘ the 
resemblance between the mentality of the normal 
primitive African and a certain type of aberrant European 
mentality commonly included under the title psycho- 
pathic is found to be very close.’’ These conclusions were, 
as I have suggested, based on very inadequate evidence. 

Dr. Dick Read’s scientific rigour has not, unfortunately, 
emerged entirely unscathed from his travels; and it is 
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interesting to note that his sonorous itinerary covers a 
similar area—the southern and eastern parts of Africa— 
to that of Dr. Carothers’s experience. There is a similarity, 
too, between the former’s mention of the ‘‘ intellectual ”’ 
student of Makerere College, and the latter’s reference, 
on p. 8 of his monograph, to the “ educated’ African. 
What, I wonder, is the significance of the inverted 
commas round these epithets? I take it that their 
intention is pejorative, and that the writers imply that 
these people are in fact wn-intellectual, or wn-educated ; 
but this is a method of criticism which reflects more 
upon the authors than upon their subjects. 

Further, Dr. Dick Read has evidently acquired the 
belief that the urbanised African is cunning, deceitful, 
nonconformist, mercurial, unpredictable, and childlike. 
Not only do these unsupported judgments commit the 
offence of generalisation against which he warned us ; 
they offend also against the standards of scientific 
criticism which he sought to uphold. 

Perhaps the most important point to be borne in mind 
is that valid standards of scientific criticism remain the 


same for all peoples in all parts of the world. 


Kampala, Uganda. JoHN McFiez. 


INTRAVENOUS PETHIDINE FOR HICCUP 

Sir,—Dr. Wulfsohn’s letter of Aug. 7 recalls a corres- 
pondence in your columns in 1952, under the heading 
Hiccup during Anesthesia. 

Several drugs were suggested—methedrine, amyl 
nitrite, or deep cyclopropane, to mention but a few ; 
and at the time! I wrote that, under anesthesia, the 
use of 20-35 mg. of pethidine intravenously invariably 
stopped the hiccup within 90 seconds of injection. I 
also advocated it for postoperative and other forms of 
hiccup. 

Intravenous pethidine has been tried in this hospital 
and found effective in all cases of hiccup except, perhaps, 
in the very ill patient suffering from mixed pathological 
conditions, a considerably disordered blood chemistry, 
and high blood-urea. In such a case, one hesitated to 
push the dosage to a point where it might well depress 
a respiratory function which was already impaired. 

There are one or two points regarding hiccup under 
anzsthesia which I have noted during the surgical 
practice of the gastro-enterological clinic of this hospital. 

First, it is our practice to carry out emergency gastrectomy 
for hematemesis under local anesthesia, with the patient 
suitably sedated; part of this technique involves anterior 
splanchnic block or infiltration of the gastric pedicles. Neither 
1 nor my colleagues can recall such a patient suffering from 
hiccup during operation, Thus it would seem that a suitably 
placed injection avoids hiecup. 

Secondly, till 18 months ago, all patients having elective 
gastric and duodenal operations received the full “ local 
technique,” together with thiopentone in divided doses, 
nitrous oxide, and oxygen. About seven out of eight 
anterior splanchnic blocks were successful (a fall of blood- 
pressure being a criterion of success), and in these cases 
hiceup was rare. When hiccupping did arise, it was the result 
of too light anesthesia to cover a surgical stimulus which was 
not obtunded by an ineffective splanchnic or local infiltration. 
Intravenous pethidine cured the hiccup. 

Finally, since dropping the local technique entirely for 
elective surgery, and using the popular thiopentone induction, 
with divided-dose intravenous pethidine, nitrous oxide, and 
oxygen maintenance, and tubocurarine as relaxant, I find 
that hiccup oceurs about once in six months. It always 
arises at a time of maximum traction by the surgeon and 
would appear to be the result of too light anesthesia, for 
intravenous pethidine (20-35 mg.) rapidly banishes it. 

In common with sneezing, spasm of the glottis, &c., 
hiccup can occur in the induction stage of thiopentone ; no 
doubt pethidine would be equally effective in such a case. 


St. James’ Hospital, 


London, 8.W.12. J. Morton MacDdonaLp. 
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OF URINARY 17-KETOGENIC 
STEROIDS 

Sir,—In your leading article of July 3 you suggest 
that the method for the determination of urinary 17-keto- 
genic steroids ' cannot as yet be considered satisfactory. 
In support of this view you refer to some observations by 
Brooks and Clayton * which are seemingly at variance 
with those previously reported from this laboratory.! 
Brooks and Clayton, however, explicitly state (through the 
authors’ courtesy we were privileged to read their paper 
in manuscript) that the experimental conditions employed 
by them differed from those originally recommended, 
thus allowing for the possibility that the apparent 
disagreement is due to differences in experimental 
technique. We are now in possession of experimental 
evidence which conclusively establishes the latter 
interpretation. 

Briefly, the relevant facts are as follows. For the 
determination of 17-ketogenic steroids urine is treated 
with sodium bismuthate in the presence of acetic acid, 
the oxidised solution is hydrolysed with hydrochloric 
acid and extracted with a suitable solvent, and the 
17-ketosteroids, including those formed from 17-ketogenic 
steroids, are measured as chromogens in the Zimmermann 
reaction. Addition of a pure 17-ketogenic steroid to 
urine thus treated should result in a calculable increase 
of formed 17-ketosteroids and hence the measured increase 
may serve as a criterion of the method’s efficacy. Among 
other model compounds, we have used for this purpose 
cortisone and cortisol (hydrocortisone) and were able to 
account for them to the extent of 79% and 84% respec- 
tively. In these experiments, as well as in the standard 
method recommended by us, we have adopted Drekter’s * 
technique for the hydrolysis and extraction of urine 
wherein ethylene dichloride is employed as the organic 
solvent. The Medical Research Council’s Committee on 
Clinical Endocrinology * recommended the extraction of 
acid hydrolysed urine with boiling carbon tetrachloride 
for the determination of 17-ketosteroids. Having 
adopted the latter technique for the determination of 
17-ketogenic steroids, Brooks and Clayton * reported that 
cortisone and cortisol when added to urine are accounted 
for in the assay to the extent of 20-45% and 20-26% 
respectively. 

We have now compared the two extraction methods in 
the following way. Three samples of a urine specimen 


DETERMINATION 


RECOVERIES OF CORTISONE AND CORTISOL 


% recovery of 
Hydrolysis and extraction 
Cortisone Cortisol 
M.R.C, method 44-0 (41-9) 23-0 (11:6) 
2nd extraction 24-8 35.55 19-0 (15 6) 
3rd extraction 9-8 (10-3 15-6 (17-¢) 
4th extraction (3-6) 12-2 (12-9) 
Total of 4 above extractions 82-2 (81-6) 69-8 (63-7) 
Drekter’s method 81-6 (90-5) 95-5 (97-5) 


Figures in parentheses refer to experiments in which the acid 
hydrolysis was omitted. 
were treated with sodium borohydride to reduce all 
urinary ketones,> and the surplus borohydride was 
decomposed with acetic acid. To one sample cortisone 
was added; to the second sample cortisol was added ; 
and the third sample served as a blank for the calculation 
of recoveries. Each sample was treated essentially as 


1. Norymberski, K. Nature, Lond. 1952, 170, 1074. 
be va i, Stubbs, R. D., West, H. F.’ Lancet, 1953, i, “1376. 
2. Brooks, R. V., Cla a to the Society 
for Endocrinology, June 11, 1954. 
3. Drekter, I. J., Heisler, A., Scism, G. R., Stern, S., Pearson, S., 
ceGavack, H. J. clin. Endocrin. 1952, 12, 55. 
4 Ros. tee on Clinical Endocrinology. Lancet, 1952, 
5. A ppleby, ee I., Gibson, G., Norymberski, J. K., Stubbs, R. D. 
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in the determination of 17-ketogenic steroids. From 
each sample aliquots were taken for the types of treat- 
ment specified in the accompanying table. The results, 
presented in the table, clearly show that the low recoveries 
of cortisone and cortisol by the M.R.C. method are due 
to incomplete extraction of formed 17-ketosteroids by 
carbon tetrachloride, since continued extraction with the 
same solvent still yields substantial quantities of 17-keto- 
steroids. On the other hand, a single extraction with 
ethylene dichloride (Drekter’s technique) is sufficient to 
account satisfactorily for the added quantities of cortisone 
and cortisol. 

The failure of carbon tetrachloride to extract quanti- 
tatively 17-ketosteroids from urine assayed for 17-keto- 
genic steroids is attributed to the presence of acetic acid. 
This is confirmed by experiments in which four 11l-oxy- 
genated 17-ketosteroids were distributed between equal 
volumes of 25°, acetic acid and carbon tetrachloride or 
ethylene dichloride. The following proportions of 
androst-4-ene-3:11:17-trione, 11$-hydroxyandrost-4-ene- 
3:17-dione, 3a-hydroxytestane-11:17-dione, and 3a:118- 
dihydroxytestan-17-one were found in the organic phase : 
using carbon tetrachloride 46, 20, 53, and 33% respec- 
tively, using ethylene dichloride 98, 85, 104, and 90% 
respectively. 

From the evidence presented we conclude that, con- 
trary to what has been implied in your leading article, 
Brooks and Clayton’s interesting findings in no way 
reflect on the value or reliability of the method for the 
determination of urinary 17-ketogenic steroids. 


Chemical Research Laboratory, 
Rheumatism Research Unit, 


Nether Edge Hospital, J. K. NoryMBERskI 
Sheffield. 


R. D. Srusss. 


BILLROTH-I GASTRIC RESECTION 
Sir,—I learned the good qualities and technique of 
this fine operation from Professor John Morley in 1932 
and later from Dr. Schoemacher and Dr, Ten Kate of 


The Hague. They fired me with enthusiasm for it, and 
in 1937-38 I performed it for all gastric and duodenal 
ulcers and occasionally for cancer of the stomach. In 


- 1940-41 those patients in whom it had been done for a 


du denal ulcer needed re-operation because of re-ulceration. 
This taught me that it is not a good operation for this con- 
dition. I have now done over 405 of this type of partial 
gastrectomy, and time has confirmed its value for 
gastric ulcer; for coincidental gastric and duodenal 
ulcers when the latter is small; for anastomotic ulcers 
after gastro-enterostomy, provided that the duodenal 
ulcer is very little scarred ; for cases in which a small 
duodenal ulcer has bled or in which the acid content of 
the gastric juice is low; and occasionally for a small 
gastric cancer when no secondaries are detected. 

Regarding the technique, the stomach is mobilised to 
the cardio-csophageal junction on the lesser curve and 
up to the last vasa brevia at the upper pole of the spleen. 
The second and third parts of the duodenum are 
mobilised. The stomach is resected from just below the 
cardio-cesophageal junction to the lower pole of the spleen, 
whilst if there is a duodenal ulcer or scar it is removed 
also. The anastomosis is made by interrupted sutures 
without the use of clamps (the duodenum is fragile 
compared with the stomach). Care is taken not to make 
too. wide a flange between the stomach and duodenum 
lest it delay postoperative gastric emptying. Recovery 
is usually uneventful: an oceasional patient has gastric 
retention for 7-12 days, but this has rarely happened 
since the duodenum has been mobilised. The risk of 
injury to the common bile-duct is a real but slight one : 
to be aware of it is usually to avoid it. The mortality 
is around 4%. 

After the operation, discomfort after food is very 
unusual and can always be controlled by the simple 
expedient of taking the meals dry, drinking 2-3 hours 


later. Postoperative anemia, when it occurs, is an excep- 
tion to the rule. These patients enjoy a slightly higher 
level of vigour and weight than those treated by resection 
of the stomach and gastrojejunostomy. 

Because of the recurrence of ulceration when the 
operation is done for a duodenal ulcer, I formed the 
opinion that in some patients the duodenum may be 
a defective structure, for there is‘no doubt that they do 
well after the Polya-Balfour resection whether the 
anastomosis be anterocolic or posterocolic. In both 
procedures I excise the same amount of stomach. 

Londen W.1. Dopp. 


Sir,—I read with special interest the article by 
Dr. Schmitz and his colleagues in your issue of July 3, 
since we also have some experience of this operation. 
Over 1000 Billroth-1 resections have been done at Whipps 
Cross Hospital by: my colleague, Mr. W. E. Joseph, and 
myself. Most of these operations have been performed 
by Mr. Joseph who uses the B.1 for nearly all gastric 
and duodenal ulcers, whereas for duodenal ulcers I use 
the B.1 more selectively. We agree with the writers that 
there is less postprandial trouble, and better nutrition, 
after the B.1 than after the B.1 operation. But, after all, 
this is to be expected gince a closer approximation to 
normal function is achieved by the B.1. Again any surgeon 
who has experience of both operations can be in little 
doubt that it.is the preferable procedure for gastric 
ulcers since it is more simply and quickly performed, is 
equally safe, and restores normal continuity of the 
alimentary tract. What controversy that exists, 
therefore, centres round the duodenal ulcer, 

I agree with Mr. Capper and Mr.-Welbourn (July 24) 
that the B.1 is at its best for duodenal ulcers, as a limited 
gastrectomy with vagotomy. It has already been suffi- 
ciently shown that stomal ulcer is prohibitively common 
if inadequate B.1 resection is carried out. The problem 
really lies in the grossly adherent duodenal ulcer. Here, 
the more skilled the surgeon and the more he practises, 
the more duodenectomies he can do and complete satis. 
factorily by a gastroduodenostomy ; and in certain cases, 
if this is impracticable, the von Haberer modification 
helps out well, particularly if the B.1 is being converted 
into a B.1. 

But although Schmitz et al. and other surgeons, like 
my colleague, have achieved a low mortality and 
morbidity using the B.1 operation and although I have 
a high regard for the operation myself, I am doubtful 
whether if would be a sound policy for all surgeons 
to strive to use the B.1 for all duodenal ulcers. It 
is, perhaps, well to remember that the present safety 
of modern B.11 operations has been hard won during 
the past decade or so, and to jettison its safety for a 
slight improvement in function may be losing perspective. 
When faced with a large duodenal ulcer fixed to the 
posterior wall of a fat abdomen I have blessed the 
Bancroft maneuvre for its simplicity and security. 
Surely to attempt a B.1 anastomosis in such a case would 
be to ignore Billroth’s own assessment of his two opera- 
tions: ‘‘My heart draws towards the Billroth-1, my 
experience to Billroth-1;”’ and, no doubt, Billroth 
himself was as technically skilled as the best today. 

Finally, a word must be said for the B.u. Sir Heneage 
Ogilvie is constantly reminding us that if certain 
desiderata are fulfilled (and these have been recently 
most ably summarised by Mr. Daintree Johnson *) 
over 85% who have had this operation are restored to 
health and good eating. This is in accord with the 
experience of all my colleagues who use the B.1 operation 
exclusively. It is difficult to understand, therefore, why 
somewhat bizarre methods are put forward from time 
to time as alternative procedures. In 1952, in your 
columns? Mr. Grayton Brown and his colleagues 


1. Postgrad. med. J. June, 1954. 
2. Lancet, 1952, ii, 1145, 
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described a method of irradiation of the cells of the 
stomach to reduce acid secretion in conjunction with 
antrectomy. When there is available a simple and 
certain method of reducing gastric secretion by vagotomy, 
is it justifiable to injure the potentially unstable cells 
of the stomach—and, who knows, those of the pancreas 
and kidneys ? We were assured that the dose was small 
and harmless but it seems to me a sinister coincidence 
that I have seen two cases of carcinoma of the cardia 
appear within eighteen months of irradiation of the lower 
dorsal spine for arthritis. Moreover, should the acini 
recover their normal powers of secretion, these patients 
would seem to be likely candidates for stomal ulceration. 

I submit that progressive investigation must not be 
confused with change for the sake of change, and that, 
used selectively in chronic peptic ulcer, the B.1 and B.1m 
operations can give a high degree of satisfaction to 
patients and surgeons alike. 


Ilford, Essex. D. LANG STEVENSON. 


SASKATCHEWAN AND SHEFFIELD 


Sir,— Your editorial of July 3 naturally attracted our 
attention and I wish to thank you for the recognition 
given to our efforts here to provide needed hospital care 
to the population of this rural province. At the same 
time, it may be useful to correct certain minor errors in 
your account and to offer certain explanations of the 
unusually high volume of hospital care in Saskatchewan. 

As to the errors, the Saskatchewan Hospital Services 
Plan provides for hospitalisation of unlimited duration 
within the province: the only condition is that the 
attending physician declares the patient to need the 
hospital care. The limitation of 60 days per year applies 
only to hospitalisation of beneficiaries outside of this 
province, which accounts for less than 3% of cases. The 
exclusion of care for tuberculosis, mental disease, and 
blood for transfusions is due, of course, to the fact that 
these needs are met by other public programmes. Out- 
patient services, however, are not now covered, except 
in one area of the province, with 50,000 population, 
which enjoys a comprehensive medical-care insurance 
programme. 

The increase in hospital beds since 1947 has been great, 
but not quite so great as that implied by the figures you 
published. The bed capacity in 1947 was 3966, rather 
than 2966, a figure which rose to 5692 in 1952. It is 
not quite correct, however, to speak of ‘ beds in exis- 
tence,”’ since these figures apply to what we speak of as 
‘rated capacity,” which is a measure of the number of 
beds a hospital can physically accommodate within 
proper hygienic and medical standards. Because of the 
high demand for hospitalisation in this prairie region, the 
beds actually set up in our hospitals have always been 
somewhat higher—and even more so since the inaugura- 
tion of our hospital insurance plan. At the end of 1953, 
for example, the beds actually in existence in general 
hospitals, or our ‘‘ bed complement ”’ as we call it, was 
6211 beds. 

As for the reason for our high supply of general hospital 
beds—-which incidentally is the highest of any province 
or State on this continent—special factors are relevant. 
Most important, without a doubt, is the system of 
universal hospital insurance which has covered our 
population since 1947—the first such programme on this 
continent. This has made it possible for hospitals to 
operate and expand, with financial security. Along with 
this has been an energetic effort on the part of provincial 
and local governments to support hospital construction 
and expansion, with some financial aid from the national 
government since 1948. (The great majority of construc- 
tion costs, however, are borne by the local people in the 
communities where our 160 hospitals have been built.) 
Highly important, however, is the nature of our popu- 
lation settlement and the réle played by the hospital in 


this setting. Our 861,000 residents are extremely thinly 
settled on these vast wheat-growing plains ; the density 
is 3-04 persons per sq. mile. Doctors likewise are thinly 
settled and most of them practise in isolation or with 
only one, two, or three colleagues in the community. 
Under these circumstances, the hospital is used for the 
treatment of illness, and must be so used, much more 
frequently than in a highly urban setting like Sheffield 
or almost any community in England. With distances 
so great, it is extremely difficult for the doctor to treat a 
seriously ill patient at home and equally difficult for such 
a patient to make frequent visits to the doctor’s surgery— 
or his ‘‘ office’? as we would say. In our urban centres 
we find the rate of hospitalisation much lower. In 1952, 
the rate of hospital discharges per 1000 population in 
our cities (places of 5000 population or more) was 172 
per 1000, compared with 216 per 1000 in the rest of the 
province. And, incidentally, even with our 7-2 beds per 
1000 population and 2139 days of patient care per 1000 
population per year, many of our hospitals have waiting- 
lists. 

We are still seeking the answer on the absolute need 
for hospital beds. Any advice would be appreciated, as 
would any visitors from Sheffield or elsewhere in Britain 
who would like to come over and study our efforts to find 
the answer. 


Provincial Health Building, 


Regina, Saskatchewan, F. B. Rorn 
Canada. 


Deputy Minister, Saskatchewan. 


CYANACETIC ACID HYDRAZIDE 


Sir,—The report from the Continent of the tuberculo- 
static effect of cyanacetic acid hydrazide (c.a.u.),!— and 
its clinical trial in this country, prompt us to give a brief 
account of our own observations. We have studied the 
in-vitro and in-vivo action of the drug against Myco- 
bacterium tuberculosis, using both H37Rv and isoniazid- 
resistant strains. 

In Dubos-Middlebrook medium containing albumin 
and ‘Tween 80,’ we found the minimum inhibitory 
concentration of C.A.H. against the normal strain of 
H37Rv to be about 3 yg. per ml. Under the same condi- 
tions the minimum inhibitory concentration of p-amino- 
salicylic acid is about 1-0 ug. per ml. and that of isoniazid 
about 0-03 ug. per ml. Against a ‘“ resistant ’’ strain, the 
growth of which could be inhibited by 7 ug. of isoniazid 
per ml., a concentration of 30 ug. of c.a.H. per ml. was 
required for inhibition of growth. 

The in-vivo activity of the substance was measured by 
survival and corneal tests in mice. Using an isoniazid- 
sensitive strain, concentrations of up to 0-04% of c.a.H. 
in the diet of infected mice had no protective action 
against the infection, whereas 0-004% of isoniazid 
protected 80-}00% of the animals. Using an ison‘azid- 
resistant strain, C.A.H. was similarly ineffective. 

The toxicity of C.a.H. was investigated on mice, rats, 
and guineapigs. The approximate acute oral LD50 for 
mice was found to be 250 mg. per kg. body-weight 
(agreeing with published figures) and the comparable 
figure for isoniazid was 140 mg. From chronic toxicity 
tests, it appeared that 80 mg. per kg. is a toxic dose of 
c.A.H. in all three species of animal and that isoniazid is 
less toxic in rats and guineapigs and rather more toxic 
in mice. 

Summarising our results, it seems that cyanacetic acid 
hydrazide is considerably less active than isoniazid 
against M. tuberculosis H37Rv and has very little 
activity against an isoniazid-resistant strain of the 
organism. Its toxicity is of the same order as that of 
isoniazid, being somewhat dependent upon the species 
of animal used. 


1. Garcia Valdecasas, F., Salva, J. A., Puig Muset, P. Med. clin. 
2. Hartl, W.’ Schweiz. Zechr. Tuberk. 1954, 11, 65. 
3. Scheu, H. Ibid, p. 77. 
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These results, although very discouraging, may not 
necessarily indicate that the drug is of no clinical value, 
since we are aware of isolated reports of benefit in a small 
number of patients. 

E. M. Bavin 


Smith & Nephew Research Ltd., D. E. SEYyMouR 


Hunsdon, Ware, Herts. 


CEREBRAL BASIS OF TEMPERAMENT AND 
PERSONALITY 


Str,—May I reflect upon the letter by Dr. Alan 
McGlashan in your issue of July 31? 

He writes that ‘‘ few ... now deny that temperament 
and personality have a cerebral aspect ; and perhaps 
fewer still deny that they have a psychic aspect of 
precisely equal validity. It is both possible and rational 
to approach the problems . . . from the cerebral aspect 
or from the psychic aspect .. .’’ and “it is true that 
the link between psyche and soma. . . is still to seek ”’ 
(my own italics). It seems to me that these statements 
contain multiple antitheses. 

Being a cardinal problem of psychology and psychiatry, 
it would be very interesting to see just what is the 
essence of a rational approach from the psychic aspect 
when the link between psyche and soma is still to seek. 
The perusal of his deduction leaves one with the impres- 
sion that he still dwells on the lines of the psychophysical 
parallelism of Descartes the monadology of Leibnitz, and 
the Freudian statement that there is a science of mind 
as distinct from the science of matter. This proposition 
of dual existence which is said to be never intersecting 
and yet constantly interacting is clearly inadmissible in 
the absence of medieval thinking. But the ways of 
science and religion have long parted. While the cerebral 
aspect has developed into a serious science, the psychic 
aspect has remained, as it were, a little more than a 
theological and teleological dogmatism of the rationalistic 
school of philosophy. Where are the proofs for the 
psychic aspect of ‘‘ precisely equal validity,’’ say, in the 
absence of hearing and vision ? 

I suggest that this dualism is apparent rather than real. 
The link could never be established without the destruc- 


- tion of the very theory which bore it. In this internal 


contradiction lies the fate of the rationalistic thinking. 
In fact, this reducing process is well advanced already. 
The Kantian idea of Space as related to Matter has been 
resolved by Einstein in his ‘“‘ Theory of Relativity” 
resulting in the realisation of nuclear fission. And I 
believe that it contains also the answer for the remaining 
part of the problem—namely the mind, whose dimensions 
are expressed by the terms of Time. 
Nottingham. 


MALIGNANCY AND COLLAGEN DISORDERS 


Srr,—In response to the request, in your leader of 
July 10, for additional information concerning links 
between cancer and other metabolic processes, and with 
specific reference to the association of bronchogenic 
carcinoma with neurologic and myopathic phenomena, 
I should like to comment on the possible relationship 
between malignancy and collagen disorders. 

There is some evidence that there may be an associa- 
tion, if not an etiological relationship, between broncho- 
genic carcinoma and dermatomyositis! ; and there are 
a number of documented examples of other collagen 
disorders occurring in association with malignancy of the 
ovary, stomach, breast, and reticulo-endothelial system.?-* 
It is conceivable that the example you cite of Jarcho’s 
syndrome may fall in this collagen category. Dermato- 
myositis appears to be the commoner collagen concomi- 


J. W. MULLNER. 


: McCombs, R. P., MacMahon, H. E. Med. Clin. N. Amer. 1949, 
. Dostrovsky, A., Sagher, F. Brit. J. Derm. 1946, 58, 52. 

s P., Tober, J. N. roenterol. 1950, 16, 188. 

* Cottel, GC. E. Amer. J. med. Sci. 1952, 224, 160. 

’ Brunner, J., Lobriaco, R. U. Ann. intern. Med. 1951, 34, 1269. 
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tant, and Brunner goes so far as to say that the relation- 
ship occurs frequently enough to justify an intense 
search for malignancy as a routine in all cases of dermato- 
myositis, as is done in acanthosis nigricans. 

Although the exact nature of this phenomenon is not 
clear, it is tempting to suggest a type of allergic sensitivity 
reaction, similar to those seen in infection or drug 
toxicity. The sensitising agent in this instance might be 
the degradation products of degenerating malignant 
tissue. Evidence for such an allergic basis is provided by 
the frequent occurrence of eosinophilia, and the develop- 
ment of urticaria, erythema multiforme, and erythema. 
nodosum in these disorders. 

Finally, the association of acanthosis nigricans and 
carcinoma, in approximately 50% of cases of the former 
condition, offers another example of the curious relation- 
ship that may exist between malignancy and other 
processes. 


The Johns Hopkins Hospital, 
Baltimore, Maryland. J. Roscn. 


SURVIVAL OF CARTILAGE HOMOGRAFTS 

Str,—In the Simpson Smith memorial lecture, pub- 
lished in your issue of Aug. 7, Professor Rob says in 
his conclusion: ‘“*. . . with the certain exception of 
identical twins and the possible exception of the cornea 
—a successful homologous graft has yet to be achieved.” 

In experiments recently completed in this department, 
cartilage homografts survived in the rabbit eighteen 
months after impiantation.! This confirms results 
recorded by Gillies (1920), Loeb (1926), Peer (1938 and 
1939), together with more recent work. 

To suggest that homografts of cornea and cartilage 
survive because they are avascular merely begs the 
question, or rather ignores the question of the particular 
chemical structure of cartilage and cornea. 


Department of Anatomy, ; 
University of GErorGE M. WysBurn. 


SYMPHYSIOTOMY 

Sir,—In your review of Aug. 7 of Mr. Aleck Bourne’s 
Synopsis of Obstetrics and Gynecology, you say: “ The 
author of a medical textbook, as he hints in his preface, 
is constantly tempted to retain matter which he knows 
to be outdated, merely because examiners will demand 
to be informed about the archaic; and it is doubtless 
for this reason that symphysiotomy and pubiotomy still 
find a corner in the new edition.’’ It would appear 
from this statement that you regard the operation of 
symphysiotomy as both outdated and archaic. This aston- 
ishing statement cannot be allowed to go unchallenged. 

The operation of symphysiotomy, if correctly per- 
formed, is not only a simple and safe operation but in a 
suitable case eminently satisfactory for both mother and 
child ; and it has the additional benefit of permanently 
enlarging the maternal pelvis, and making operative 
interference unnecessary in future pregnancies. 

This operation fell into disrepute when abdominal 
surgery became safe, and cesarean section capable of 
performance by the “ veriest tyro.’’ In recent years it 
has been revived in these islands by Spain and Barry 
at the National Maternity Hospital in Dublin. Since 
then, judging by the reports of the discussions at various 
scientific meetings, it has become the subject of heated 
discussion and emotional outbursts. 

Without entering into the more controversial indica- 
tions for its use, I think that it can safely be stated that 
for the expectant mother who has had a trial of labour, 
or who is seen for the first time with the cervix fully 
dilated and the head impacted in the mid-strait, and who, 
one feels, could be delivered per via naturales with a 
small increase in pelvic size, there is no more satisfactory 
operation than that of symphysiotomy. The patient. 
has less discomfort than after a cesarean section and can 
walk without difficulty in 10 to 14 days. 


1. Transplant. Bull. IV., July, 1954, p. 136. 
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It would be a great pity if prejudice and premature . 


judgment should result in the general reabandonment of 

an operation which, to those who have tried it, seems 

to have a very definite place in modern obstetrics. 
Galway, Eire. D. T. 


PENICILLIN IN THE TREATMENT OF 
DIPHTHERIA 

Srr,—In your last issue Professor De says that he has 
treated diphtheria (diagnosed clinically and bacterio- 
logically) with penicillin only. Does he imply that 
antitoxin is no longer necessary in this disease? If so, 
then he is preaching a dangerous doctrine fraught with 
an equally dangerous fallacy—namely, that penicillin is 
antitoxic as well as antibacterial. Had his patients been 
immunised ? If not, then I submit he cannot have been 
treating true toxic diphtheria; for, if he claims to 
have made antitoxin unnecessary, then the natural 
history of the disease must be reviewed. Surely, in the 
rational therapy of any disease characterised by the 
production of exotoxin, antitoxin must continue to have 
a paramount place. What of tetanus? Clostridium 
tetani is equally susceptible to penicillin; but no-one 
would withhold antitoxin and prefer penicillin in its 
treatment. 

That there is a place for both penicillin and antitoxin 
there can be no doubt. If, however, one has to choose, 
then antitoxin is the more rational treatment and must 
never be withheld. 

Ilford Isolation Hospital, I. M. Lrpracn 

Romford, Essex. Medical, Officer in Charge. 
MONTEGGIA’S FRACTURE 

Srr,—The following case illustrates a method of treating 
a Monteggia’s fracture used at a small hospital in Sierra 
Leone where appliances for bone surgery were limited. 

An adult man was admitted on Jan. 17, 1954, with a 
Monteggia’s fracture of the left ulna (fig. 1) and other multiple 
injuries resulting from an attack made on him by diamond- 
smugglers with heavy blunt instruments during the exercise 
of his duties as security officer. 

An attempt was made to reduce the fracture by traction, 
but the head of the radius could not be reduced. Five days 
later, under brachial-plexus block and light chloroform 
anesthesia, the fracture and dislocation were exposed, by 
an incision extending from 1 in. above and lateral to the 
olecranon downwards along the line of the ulna. The fibres 
of the supinator were raised subperiosteally and the annuler 
ligament exposed. The head of the radius was replaced 
and the fragments of the ulna approximated. Four Kirschner’s 


Fig. 2. 


wires were introduced, the annular ligament and adjacent 
capsule were repaired with catgut, the wound was closed 
with gauze drainage, and a plaster cast was applied. Good 
position was obtained (fig. 2). 

Eleven days later the drain and stitches were removed 
and the plaster cast renewed. Good union has now occurred 
with a satisfactory result. 


Pantograph tracings were made from the radiographs, 


_which were unsuitable for reproduction. 


akwatla, Gold Coast. S. V. Hompnries, 

THE TREATMENT OF HAMOLYTIC DISEASE OF 
THE NEWBORN 

Smr,—Dr. William Walker (July 10) says: ‘‘ Dr. 
Carter fails to make out a convincing case for the use of 
Rh hapten alone.” Possibly the reason for this failure is 
that I have never intended to advocate the use of Rh 
hapten alone. In attacking the problems of this complex 
world, whether medical or economic, we need less of a 
spirit of competitiveness and more of a capacity for 
coéperation. We need every weapon at our command, 
used intelligently and in conjunction each with the 
others. 

From 1948 through 1952, no exchange transfusions 
were done at the Western Pennsylvania Hospital in 
Pittsburgh. This was not because we were unaware of 
the techniques involved but because those of us working 
with the Rh hapten wanted to evaluate it as far as 
possible without extraneous diversions. This has been 
done, at least in part. The physicians there who have 
worked with the material feel that it is indispensable, and 
our results are fully as good as any other published results 
which I have seen. 

But the aim is not to compare Rh hapten with exchange 
transfusion as a method. Instead, the purpose is to see 
whether the hapten is actually effective, judging by 
what we can ascertain of the natural history of erythro- 
blastosis. If it is—and I am convinced that it is—then 
it should be used at its maximum efficiency and with 
whatever other means we possess for combating the 
unhappy effects of Rh incompatibilities. 

What we all of us want is normal, healthy babies— 
not to prove or to disprove the superiority of a method 
as such. I believe that the wise use of Rh hapten, 
coupled with discriminating employment of exchange 
transfusion, can help us to achieve our ends. 


Department of Bacteriology and 
State University of New York, 
a niversity o e 0 
College of Medicine, Syracuse, N-Y, BETTINA B. CaRTER. 


AN OVARIAN PREGNANCY 


Sir,—I report the following case of ovarian prenancy 
because it is one of the few that have been con irmed 
histologically : 

A woman, aged 33, who had had one child 11 years May 33, 
was admitted to hospital shortly after midday on May 2 
1954, complaining of severe lower abdominal pain. 

She stated that her periods had always been regular (4/28) 
but her last period had started on April 29 and had lasted 
until May 8. During the whole of the 10 days she had had 
lower abdominal pain. On May 15, a week after this period 
had ceased, she had suddenly developed severe pain in the 
right lower abdomen, which lasted 2 hours and then subsided 
completely. This occurred in the early hours of the morning. 
She then felt quite well until May 22, when at 10 a.m. she was 

in seized with severe pain in the lower abdomen, which 
lasted for an hour and then left her. That evening at 5.15, 
the pain came on again and was severe, lasting till 8 P.M. 
when it disappeared and she had a good night's sleep. Next 
morning, at 7.30, there was a gradual onset of lower abdominal 
pain which became severe at 10 a.m. and persisted until 
her admission to the hospital. During the morning, 
she had some difficulty in passing urine and she was also 
nauseated, but she did not vomit until after her admission. 
She had had no vaginal bleeding since May 8. 

On examination, she was in considerable pain, and was 


obviously bleeding internally ; and, in spite of the history, 


| 
Fig. 1. 
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a diagnosis of ruptured ectopic was made. The abdomen was 
opened through a right lower paramedian incision, and about 
3 pints of blood and blood-clot was found in the peritoneal 
cavity. The left tube and ovary were normal and the right 
tube was normal, but blood was coming from the right ovary, 
which appeared to be twice the normal size. The bleedi 
was attributed to a ruptured Graffian follicle, and a wedge 
resection of the ovum was carried out. Her convalescence 
was uneventful, and when she was last seen on June 28, 
she was feeling quite fit, with a hemoglobin of 97%. 


I am indebted to Dr. J. L. Dales, consultant patho- 
logist, for his histological report on the piece of ovum 
removed. This was ‘‘ part of an ovary with part of a 
corpus luteum, and a large cavity filled with blood and 
many chorionic villi and lined by decidua.” 


All Saints’ Hospital, PHILIP , 
Chatham, Kent. 


The Widdicombe File 


XV. OFF THE HOOK (2) 
My Dear Hawke, 

You have an urban mind. We have known each other 
long enough for me to suggest that you may even have 
a conurban mind. Your highly differentiated cortex 
has long forgotten the sensation of bare feet on stony 
paths, and I beseech you to take care not to lose contact 
with the hard world in which we live. Association 
pathways that lead only towards the temples of Pure 
Science are apt to forsake the way of simpler faiths and 
the common sense of the man in the street. Your 
championship of the veterinary interests in meat inspec- 
tion strikes me as being all the more ironical, because if 
any professional men have both feet firmly planted in 
the mud and the muck they are the vets; not the 
veterinary scientists, mark you, not the veterinary 
pathologists, not the veterinary administrators, but the 
honest-to-goodness horse doctors, who are the men you 
are seeking to shepherd into the bureaucratic pen. 
I have a feeling that there may be a very different basis 
for their argument. 

So too, the irony does not escape me that my endeavour 
to show you the light is tinged with urban reflections. 
You will of course understand that this humble effort is 
mine alone. I have no brief to plead for the big battalions ; 
I doubt if I could get a word in edgeways. In fact it is 
rather awe-inspiring to realise that the policy of the 
Society of Medical Officers of Health was endorsed, inter 
alia, by the mighty British Medical Association, the 
(perhaps) mightier Association of Municipal Corporations, 
and more or less blessed in advance in the high priestly 
concourse of an Interdepartmental Committee. Do 
you suggest that they are all out of step but the vets ? 
Surely even the most fascinating minority causes ought 
to be kept in perspective ? 

Your urban mind seems also te have led you into the 
error of begging the question of who really supervises 
the safety of the public water-supplies. Yes, it is very 
pretty to see the wealth of technical skill, the qualitied 
engineers, the specialist control staffs, and the whole- 
time plumbers in your handful of county boroughs ; 
but have you given a thought to the hundreds of small 
local authorities where the main line of defence is still 
the grace of God? I could show you things that would 
make you never add water to your whisky again. Woe 
to the medical officer of health who takes a complacently 
narrow view of his responsibilities. Even you yourself 
cast doubt upon the best of all possible abattoirs, and 
your distortion of Voltaire mirrors the asymmetry of 
the face of England. 

I would like to pay tribute to your emphasis that the 
essential purpose of meat inspection is to safeguard the 
health of the consumer; but your red herring about 
the nature of the job has such a very ancient and fish-like 


smell that I shall condemn it as unfit for human con- 
sumption. How right you are to hint that I have long 
forgotten the minutix of the craft; but I rejoice that 
the skill of the sanitary inspectors on my staff achieves 
the essential purpose with economy and commendable 
efficiency. Perhaps they have the advantage of post- 
mortem facilities denied to your orderlies doing F.F.1., 
and no doubt your mortuary porter could command 
a fat salary as a meat inspector in some cannibal com- 
munity. The means must be judged by the end. I 
dare say that it would improve the efficiency of general 
practice to have every patient seen by a consultant 


- psychiatrist while the G.p. devoted more time to keeping 


his records up to date. What you do not realise is that, 
although we can already get a veterinary second opinion 
on a carcass if we are in serious doubt, the consumer 
will always elect-to be given the benefit of the doubt if 
he has to eat the specimen of such scientific interest. 
We believe that is how it should be. 

Those doubtful carcasses are so few and far between 
that they dwindle into insignificance beside the meat 
which is undeniably unfit, and they almost disappear 
from sight altogether when you look and see what 
proportion of the total killing is condemned. A glance 
at the records of our last 60,000 animals shows that we 
condemned only about 1% of the fatstock that came from 
the auction marts. We keep separate records for the 
casualty slaughter of the ailing crocks when Nature 
fails to beat the gun, and even those pitiful creatures 
seldom show more than a fifth for the waste-contractor’s 
waggon. You cannot make an issue out of such negligible 
loss. It is a reasonable premium to pay for the customers’ 
insurance. 


Just ponder for a moment, my dear Hawke, on the 
main causes for our condemning that meat. Whole 
carcasses of beef lost with enteritis and emaciation, 
edema and ill set. Portions discarded for abscesses 
and parasites, heads and tongues for actinomycosis. 
Whole sheep fer emaciation and mdema, their livers 
packed with parasites. -Pigs with inflammatory lesions. 
Add to that list the odd hydatid, the cysticercus, and 
the poor little bobby calves, and you have a lurid rival 
to your own post-mortem-room table. Now suppose 
you go out and tell the man in the street that you 
would like to save some of this small perceutage of meat 
for his dinner—ouly the slightly diseased and the doubtful 
bits of course—and see where he will tell you to go. 
No, Sir, he,won’t swallow that pill, not even if you get 
a vet to blow it down his gullet. 

I am sorry to have to keep harping on your urban 
mind, for I am sure that some of your large city abattoirs 
are most admirably run under the supervision of a 
veterinary member ofthe medical officer of health’s 
stalf; but I cannot agree with your opinion that ** to 
extend this to the country as a whole offers no great 
diiliculty.’’ Quite frankly I do not think it is a practical 
proposition in these days. If you read your Hansard 
last April you will remember that the Minister of Food 
spoke on the second reading of the Slaughterhouse Bill. 
He said that before the war there were ubout 12,000 
licensed private slaughterhouses in this country, and 
that for the past fourteen years, under the Ministry’s 
control of the trade, we had managed with only 600. 
I cannot help doubting whether it would have been 
possible to have had veterinary supervision of even 
these 600, but I am quite sure that the lifting of controls 
has completely altered the position. You may have 
seen the answer of the Parliamentary Secretary to the 
Ministry of Food on July 19, when he disclosed that by 
the end of June 3360 private slaughterhouses had already 
been licensed in addition to the 200 public abattoirs, 
How are you going to get round 3!/, thousand slaughter- 
houses scattered all over the country, working at the 
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oddest times of day, both winter and summer, with 
none of your fancy cold chambers for detention, and none 
of your laboratory incubators for research ? You forget 
this is rural England that feeds you. Your banner seems 
to have the hammer without the sickle. 

Shame on the name of Great Harry that you should 
forswear the stake. Every subject’s duty is the King’s ; 
but every subject’s soul is his own. With the scars 
of Crispian’s Day yet barely healed upon your arms, 
how can you claim that it matters little who rules the 
men of England ? Have the drums of Dorset not sounded 
in your ears ? Can you not distinguish between the local 
councillor who does your bidding at the peril of losing 
his seat and the Civil Servant whose bidding you obey 
at the peril of losing your head? Shame that you are 
bored by a constitutional issue of such moment. Come, 
come, my dear fellow, pull yourself together, and try 
and find just one thing that the Ministry of Agriculture 
and Fisheries have done better than local enterprise. 
Look what happened when they took over milk and 
dairies from the local authorities ; we countrymen have 
not stopped laughing yet. Why, they cannot even put 
salt on the tails of the starlings in their own backyard. 

I well remember those 14 years when the subject's 
meat, as well as his duty, was the King’s. Those 
occasional long-winded arguments with the Ministry 
of Food over a single doubtful carcass while truckloads 
of zoned meat went bad in railway sidings. I am not 
convinced that the Civil Servant is the best person to 
teach a butcher how to sell meat, any more than to teach 
a grandmother how to suck eggs at controlled prices. 
Protein never came out of procrastination. And what 
is your alternative? Staff the 31/, thousand slaughter- 
houses with part-time veterinary surgeons in private 
practice, and so introduce the element of divided loyalty ? 
To whom do you think the benefit of the doubt would 
be given ? The well-known fatstock farmer who provides 
the bread and butter, or the unknown consumer who 
merely pays the rates ? I do not doubt for one moment 
the personal integrity of our veterinary colleagues, 
but I say that it is a constitutionally wrong principle 
to make them judges in their own cause. At least that 
is how many a man in the street would look at it. 

Have you ever heard of the little bureaucratic sport 
of empire-building ? It is an interesting parlour game 
evolved during the managerial revolution of our times. 
The cheer-leaders of any professional section that can 
whip up enough interest, or self-interest, throw in the 
ball by declaring that they are the Chosen People— 
the experts who should lead the world towards salvation. 
Their battle-cry is culled from some anthology of 
altruistic phrases to distract attention from the price 
of the feathers to line nests and stuff bedding. It would 
be nice to think that scientific enthusiasm and not 
vested interest was the driving force in many of the 
current campaigns, but the cheer-leaders’ cries have a 
hollow ring on the field of battle ; it is only the echoes 
that sound so sweet as they float up towards the case- 
ments of ivory towers. 

Those famous fourteen years certainly taught the 
Nation how not to live by meat alone, and it must have 
occurred to you that meat inspection is only one section 
of the whole range of food hygiene supervision. I dare 
say that other specialties could conjure up a case for 
chiselling off more corners from the foundation stones 
of the public-health edifice, but either they haven’t 
thought of it, or they realise how ridiculous it would be 
to undermine the public confidence. The present service 
is undeniably efficient. The proof of the meat pudding 
is in the eating. The cost to the country, and that 
means to the consumer, is quite reasonable. What do you 
think it would cost to add the vets on as well? My dear 
Hawke, there is such a thing as the law of diminishing 
returns. We can continue this argument next Sunday, 
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and I shall feel quite confident that your saddle of mutton 
has been well inspected before your butcher delivered it, 
so we can concentrate our attention upon its xsthetic 
qualities. We will be round at a quarter to one. 


Yours sincerely, 
Tom COBBLEIGH. 


Public Health 


Old People in Shoreditch 
Shoreditch Metropolitan Borough Council keeps a. 


‘comprehensive register of old-age pensioners, which 


contains, on an average, 4000 names (8°/,% of the total 
population). 

Two visitors keep in touch with pensioners: they ensure 
that every pensioner is on a medical practitioner's list, 
home help and home nursing is arranged wherever needed, 
and meals-on-wheels are distributed to the homebound. 
Regular contact is made with the National Assistance Board, 
which provides cash, bedding, fireguards, &c., for the needy. 
When anyone is in difficulties, the visitor gets in touch with 
the doctor, relatives, neighbours, and others who can help. 

Free secondhand furniture is provided where essential, and. 
a pool of furniture is kept ready. Bathchairs, bedpans, and 
other equipment are also issued free when necessary. 

Full-time and part-time clubs keep hands and minds occu- 
pied, as well as providing meals (two-course lunch 10d., 
tea Ild., cakes 1d., &c.) and outings to the sea and to theatres. 
There is a holiday home in Sussex where every pensioner is 
encouraged to spend a fortnight once or twice a year, at a 
cost of from 10s. to 15s. a week. S.O.S. cards, showing all 
particulars of the old person, are given to each one living 


alone. 


If these precautions fail to keep the pensioner well 
enough to remain at home, the visitor tells the almoner 
at St. Matthew’s Hospital the details of the case. If 
there is doubt about the urgency of admission, a physician 
from the hospital visits the patient. The almoner keeps 
the council's welfare staff informed of all old people who 
are put on the waiting-list, admitted to hospital, or dis- 
charged from hospital (sometimes even before discharge, 
so that welfare staff can arrange home help and nursing 
and ensure that the home is clean and dry). Thus, the 


patient can be discharged with confidence at an earlier 


stage in convalescence. 


Obituary 


RAWDON AUGUSTUS VEALE 
B.A. Oxfd, M.D. Lond., F.R.O.P. 


Dr. R. A. Veale, consulting physician to Leeds General 
Infirmary, died on Aug. 13 at the age of 81. 

His father was Dr. Richard Veale, J.p., of Harrogate, 
and he was educated at Rossall, where he was ead of 
the school. He won scholarships for both Oxford and 
Cambridge, but he chose Oxford, and he was a scholar 
at Queen’s College from 1893. After taking an honours 
B.A. degree in classics in 1896 he taught for a time at the 
Lockers Park Preparatory School at Hemel Hempstead, 
but after a few years he decided to turn to medicine 
and in 1901 he entered the Leeds Medical School. 

He qualified in 1905, and in 1906 he took his M.B. Lond. 
with honours in medicine. After holding resident appoint- 
ments at the Leeds General Infirmary he was appointed 
to the staff as assistant physician in 1912. Later he was 
appointed full physician and for some years he was in 
charge of the dermatological department. He also held 
appointments at the St. James’s Hospital and the 
Maternity Hospital in Leeds, and at the Dewsbury 
General Infirmary. 

During the 1914-18 war he served in France and 
ultimately held the rank of lieut.-colonel. He was for 
many years lecturer in clinical medicine and diseases 
of the skin at the University of Leeds and later he held 
the chair of therapeutics there. He took a great interest. 
in the health and training of the nurses and for many 
years he was one of their lecturers and a member of the 
nursing committees of the Infirmary. He was uncom- 
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promising in his belief that the bedside teaching of the 
probationer by the sister produced the best type of 
practical nurse, and for him the Leeds-trained nurse 
was on.a different plane to all other nurses. : 
He retired from his hospital appointments on reaching 
the age-limit in 1933, but he remained in consulting 
practice until he finally retired a year ago. During the 
late war he returned to his hospitals to take charge of beds 
and he also deputised for the professor of therapeutics. 
Cc. W.V. writes: Many Leeds and West Riding 
medical men took with them into practice Veale’s 
medical teaching which was always intensely practical 
and common-sense. He was an excellent diagnostician 
and a kindly consultant who showed sympathy and 
gave great hope to his patients during their times of 
need. He had himself faced three major surgical 
episodes, and no doubt his own experience helped to 
give him the kindly manner for which he was so well 
known. He was, however, reserved, and his appearance 
was to many grim and stern. But this only superficially 
covered his sympathetic nature, and his engaging and 
disarming smile of greeting was something that we shall 
all remember. 
“He took an uncompromising stand against 
charlatanism, advertising, and publicity of any kind. 
Though the National Health Service did not affect him, 
he viewed it with concern and was indeed generally 
suspicious of modern trends. He was extremely appre- 
hensive of anything which would in his opinion lower 
the dignity and moral status of the medical profession. 
He kept an acute interest in medicine until the end, and 
he was a regular and enthusiastic attender at the meet- 
ings of the Leeds and West Riding Medico-Chirurgical 
Society of which he was a past president. Throughout 
his life he was a keen sportsman and for many yeals 
he took a special interest in county cricket. He was 
himself a competent bat in his younger days, and he 
layed golf regularly until a year ago. 
Dr. Veale by iis wife, who was a daughter 
of the late Bishop Drury of Ripon, and by a married 
daughter, and son who is also a doctor. 


FREDERICK STANLEY HEWETT 
K.C.B., K.C.V.O., K.B.E., B.A., M.D. Camb. 


Sir Stanley Hewett, extra surgeon apothecary to the 
Queen and formerly surgeon apothecary to King George VI 
‘and to Queen Mary, died in London on Aug. 11. 

He was born in 1880, the son of Frederick Hewett of 
Hythe, and was educated at Haileybury College, Caius 
College, Cambridge, and St. Thomas’s Hospital. He 
qualified in 1905 and took his 
M.B. degree the following year. 
He held house-appointments at 
St. Thomas’s and at the West 
London Hospital. In 1910 he 
took the degree of M.D., and 
the following year he was 
appointed deputy surgeon 
apothecary to King George V. 
Three years later he succeeded 
Sir Francis Laking as surgeon 
apothecary. Later he was 
appointed to the Households of 
Queen Alexandra, the Prince 
of Wales, King George VI, and 
Queen Mary. In 1952 he was 
appointed extra surgeon apothe- 
cary to the Queen. He was 
appointed M.Vv.o. in 1916, pro- 
moted K.c.V.0. in 1921, and appointed K.B.E. in 1926 and 
K.C.B. in 1929. 

Of Hewett’s years of service in these Royal Households 
J. N. L. writes: ‘ After twenty-two years of acting as 
his second string and for the last five years as his 
successor, it is difficult to realise that my old friend is 
no longer with us. It is as though part of one’s back- 
ground had faded out, for Hewett was the representative 
of an era that bred men of character and distinction, 
uncompromising in their likes and dislikes and ready to 
trounce those who meet with their disapproval, or to 
champion their friends against all comers, as the case 
may be. He was a good judge of men, and a truer friend 
it would be difficult to find. He quickly established 
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himself as the friend and adviser of all those who came 
under his care. He occupied a position of responsibility 
for which he was admirably fitted by his wisdom, his 
unswerving honesty, and his never-failing cheerfulness. 
And it is, perhaps, by his cheerfulness that many will 
best remember him. ‘I suppose it is because he has 
had the sense to remain a bachelor,’ one of his lady 
patients once remarked to me. But whatever the reason, 
it could be truly said that those who met him were the 
better for having done so, for he left behind him a 
feeling of cheerfulness which seasoned the soundness of 
his judgments and was a source of comfort and encourage- 


ment to the many grateful patients and friends who will 
mourn him.” 


FRANK POWELL CONNOR 
Kt., D.S.0., F.R.C.S. 


Sir Frank Connor, who died on Aug. 9 at the age of 76, 
for over a quarter of a century held an outstanding 
position as a surgeon in Calcutta and North-east India. 
His skill as an operator, his ability as a teacher, and his 
sympathetic approach gained the confidence of his 
patients and pupils alike. 

Born in 1877, the son of James Connor of the Survey 
of India, he received his early education in India. He 
came to England to complete his medical studies at 
St. Bartholomew's Hospital, and he took the Conjoint 
diploma in 1901. The following year he took the F.R.c.s., 
and passed the examination for the Indian Medical 
Service, and after the usual preliminary period of military 
service his qualifications and surgical ability secured for 
him the key post of resident surgical officer of the 
Medical College Hospital, Calcutta, where he remained 
for three years. He was then transferred to Bihar where 
he held charge of Gaya and other major civil surgeoncies. 

hese years spent as a civil surgeon with wide oppor- 
tunities to practise all branches of surgery, including 
ophthalmology and gynecology, broadened his outlook. 
He returned to military duty on the outbreak of war in 
1914, and after serving in France and England with — 
Indian troops he was appointed consulting surgeon to the 
Army in Mesopotamia—mostly in the Basra area. He 
was mentioned four times in despatches, was awarded 
a brevet lieut.,colonelcy, and appointed D.s.o. 

Af‘er the war he resumed his work in Caleutta— 
teaching, writing, consulting, and operating. He was 
appointed professor of surgery in Calcutta, at the Medical 
College Hospital there, and later became a member of 
syndicate and an examiner for the University of Calcutta. 
Towards the end of his time in Calcutta he acted as a 
visitor for the All India Medical Council to the examina- 
tions of licensing bodies. 

In 1926 he was knighted, and soon afterwards, as he 
was approaching the retiring age for lieut.-colonels, he 
returned t® military duty to secure promotion which 
would extend his service in India. After a brief period 
of command of the military hospital at Quetta, he was 
promoted colonel as A.D.M.s. of the Bombay military 
district. He was later transferred to more suitable 
employment on the civil side of the service, and as 
surgeon-general of Madras presidency, with the rank 
of major-general, he commanded the respect of ministers, 
politicians, and of the Indian medical profession. 

His standard textbook Surgery in the Tropics was 
published in 1929, and later he contributed the sections 
on tropical surgery to Rose and Carless’ Manual of 
Surgery and WNelson’s Loose-leaf Surgery. He was 
appointed honorary surgeon to the King from 1934 till 
1937 when he retired. 

He married in 1921 Grace Ellen, daughter of Reginald O. 
Lees, director of Indian Government Telegraphs, who. 
survives him with their son. 


Births, Marriages, and Deaths 
BIRTHS 
Gowar.—On July 14, to Dorothy Mary (née Rogers), wife of 
J. Sambrook Gowar, vV.R.D., F.R.C.S., of Sunninghill, Mill- 


timber, Aberdeenshire—a son (David John Sambrook). 
KitcHen.—On Aug. 8, to Hattie, wife of Dr. Claude H. Kitchen, of 

Mayfield, Bolden Lane, Cleadon, Sunderland—a son. 
WILSon.—On Aug. 10, at the Christopher Nursing Home, Wigan, 

to Dr. Ruth Audrey (Jane), wife of Bill Weatherston Wilson, 


¥.R.C.8.—@ Son. 
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Notes and News 


NATIONAL ASSISTANCE BOARD 


Tue board’s report! says that over 2!/, million people 
were wholly or partly dependent on national assistance at 
the end of 1953. The cost was nearly £100 million. The 
number of weekly allowances, which may cover the needs 
of more than one person, rose by 94,000 during the year to 
1,761,000. This was the first time since national assistance 
began in 1948 that the rise was under 100,000. About 
1,230,000 of the allowances supplement insurance benefits— 
938,000 to recipients of retirement pensions and contributory 
old-age pensions, 144,000 to recipients of sickness or industrial- 
injury benefit, and 100,000 to recipients of widows’ benefit. 

Nearly 84% of the people drawing assistance were old or 
sick, and a further 11% were widows and other women with 
domestic ties. More than two-thirds of the 1,183,000 old 
people were women and some 220,000 were 80 years of age or 
over. The total cost of the assistance granted to old people 
was at the rate of £52 million a year. The total amount of 
assistance granted to meet charges raised under the National 
Health Services was a little over £1,000,000. Of this, £440,000 

represented the refund of shilling charges for prescriptions. Of 
the 1,122,000 women drawing assistance, rather more than 
20,000 were unmarried mothers. Their assistance cost about 
£2,350,000 a year after taking into account about £1 million 
they received from the husbands and the fathers of the 
children, 


SMALL AND HOMELY 

On July 30 Miss Patricia Hornsby-Smith, parliamentary 
secretary to the Ministry of Health, opened the Kent County 
Council’s new home for old folk at Durham House, Beckenham. 
During the last six years, she said, 730 new small homes had 
been opened in England and Wales. The word “small” 
implied no criticism, as it was now the policy to house these 
old people, not in vast institutions, but in small homely 
units of about 35 people. In the past five years the number 
of people occupying residential accommodation, provided by 
local authorities either directly or through voluntary organisa- 
tions, had risen from 48,000 to 66,000, with one significant 


change—women were in the minority in 1945, but they were 
now in the majority. 


BRITISH NORTH GREENLAND EXPEDITION 

Tuis expedition arrived back in this country on Aug. Ll 
after two years’ work in the field, exploring unknown territory 
about 700 miles from the North Pole. The party consisted of 
30 scientists and Servicemen. Physiological investigations 
were carried out on the members by Dr. H. E. Lewis, lecturer 
in physiology at University College, London, who was one 
of the first-year party which set up the laboratory; and by 
Lieutenant J. P. Masterton, the expedition’s medical officer 
during the second year. 


University of London 


Dr. R. J. Harrison, reader in anatomy at London Hospital 
Medical College, has been appointed to the university chair 
of anatomy at that college. 

Dr. Harrison studied medicine at the University of Cambridge 
and St. Bartholomew’s Hospital. After duating M.B. Camb, in 
1944 he held a house-appointment at ris. Later he was a 
demonstrator in anatomy in the medical college there while also 
acting as supervisor in anatomy to Clare College. In 1946 he was 
appointed lecturer in anatomy in the University of Glasgow, and in 
1948 he took his p.sc. Glasg. The previous year he had already 
returned to London to take up the post of lecturer in anatomy at 
Charing Cross Hospital Medical School, and in 1949 he was promoted 


to senior lecturer, an appointment which he held till he took up 
his present readership at the London. 


Society of Apothecaries of London 
At a meeting of the society held on Aug. 17 Sir Cecil 


Wakeley was elected master, Dr. Neville Finzi senior warden, 
and Dr. Macdonald Critchley junior warden. 


General Medical Council 

Dr. A. W. 8. Webster has entered an appeal to the judicial 
committee of the Privy Councit against the erasure ot his 
name from the Medical Register, which was ordered by the 
medical disciplinary committee of the council at their meeting 


in July. 


1. National Assistance a Report for 1953. Cmd,. 9210. H.M. 


Stationery Office. 


The Worshipful Company of Barbers of London 
On Aug. 12 Sir Cecil Wakeley was installed as master of 
this company and Sir John McNee as renter warden. 


Chartered Society of Physiotherapy 

The annual congress of this society is to be held at Harrogate 
from Sept. 9 to 12. Doctors may obtain complimen 
tickets from Mr. Philip Som M.C.S.P., the Private Clinic, 
38, Park Square, Leeds, 1 
West London Medico-Chirurgical Society 

The following officers have been elected by this society for 
the coming year: president, Dr. W. R. Thrower; hon. 
secretaries, Mr. K. G. Rotter and Dr. J. F. Goodwin; and 
hon. treasurer, Mr, G. B. Woodd Walker. Dr. Thrower will 
deliver his presidential address on Thursday, Oct. 21, on 
the Journey from the Bench to the Bedside. 


Guy’s Hospital Dinner 

The biennial dinner of this hospital will be held at the 
Connaught Rooms, Great Queen Street, London, W.C.2, on 
Friday, Oct. 1, at 7.30 p.m. Tickets (25s.) may be had from 


the hon. secretary, Mr. O. Gayer Morgan, Medical School, 
Guy’s Hospital, S.E.1. 


Association of Clinical Biochemists 

A joint meeting of this association and the Association of 
Clinical Pathologists is to be held on Saturday, Oct. 2, at 
the Grand Hotel, Brighton. The pro will include a 
series of papers on thyroid function, Further details may be 
had from Dr. J. H. Wilkinson, department of chemical 
pathology, Westminster Medical School, London, 8.W.1. 


International Scientific Film Congress 

The eighth annual congress of the International Scientific 
Film Association will be held in Rome from Nov. 6 to 12. 
The Scientific Film Association, as the member organisation 
for Great Britain, is selecting, for showing in Rome, British 
scientific films produced since the 1953 congress in London. 
Further information may be had from the association, 
164, Shaftesbury Avenue, London, W.C.2. 

Postgraduate Study in U.S.A. 

The Foreign Operations Administration of the United 
States has announced that ‘to stimulate the exchange of 
scientific and medical information with Western European 
countries * 100 European doctors are to be offered postgradu- 
ate training in the United States. The American College of 
Surgeons will organise the programme for the F.O.A. The 
doctors chosen will include specialists and medical scientists 
as well as younger men, and periods of study will vary from 
six weeks to two or three years. 


Appointments 


Brownine, R. M.B. Lond.: medical registrar, Peterborough 


hospital grou 
, G. T., M. RC. D.P.H.: asst. M.O.H., Luton. 
Harris, D. W. T., M.R.C.8.5 D.P.M., D.P.H.: Wwhole-time se..ior asst. 


psychiatrist to be desixuated * deputy “medical superintendent, 
Glenfrith Hospital, Leiceste 
whole: time senior asst. psycliatrist, 


Harrisson, G. J., M.R.CS.: 

Kingsway Hospital, Derby. 
E., M.D. .C.P.: consultant physician, neuro- 

logical department, st. Thomas's aS ital, London. 

Lawson, C. W., M.D. Sheff., M.R.C.P ole-time y Rhysician 
superintendent, Leicester Hospital 

Parsons, J. Ww. ‘M.B. Lond. ; appointed factory doctor, Pershore, 


F.R.C.S.E.: senior casualty officer (S.H.M.O. grade), 


: medical registrar, Papworth Hospital, 


r 
WILKINSON, H. N. S., M.B. Lond., D.A,: asst. anesthetist, Kettering 
and district hospital group. 
Manchester Regional Hospital Board: 
Bruck, R. J., M.B. Aberd., D.M.R.D. : 
Manchester 
CunniIrFFE, C. F., l., D.A.: additional consultant anzes 
t Blackburn district hospitals. 
O., M.D. Dubl., M.R.c.P.1.: asst. venereologist, M 
~ area Goint appointment with the United 


hospitals). 

GILLETT, R., B.M. Oxfd: asst. apthelce*. North Manchester 
group laboratory, Crumpsall 

PoPpHaM, R. D., M.B. Lond.: asst. _bathologist, group laboratory, 
Bury and Rossendale hospita 

RYDLEWSK, S. J. Z., M.B. Polish School of Medicine, Edinburgh, 


D.P.M.: consultant ps. a and deputy medical super- 


asst. radiologist, West. 


| 
SHAW, 
Swindon. 

SLOAN, D. G., M.B. Belf. 


rough 
r asst, 


ndent, 


atrist, 


Tue Lancet] 


[Aucust 21, 1954 


SULPHA- 
THIAZOLE 


SULPHA- 
MERAZINE 


COMPOUND SULPHONAMIDES 


Supplied as 0:5 Gm. tablets, and as a fruit-flavoured 
suspension. Each tablet and 3-6 c.c. (approx. 1 teaspoonful) 
of suspension contain 0-185 Gm. sulphathiazole, 0-185 Gm. 
sulphadiazine, and 0°13 Gm. sulphamerazine. 
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“Tn a Dangerous illness call in 


Three Doctors’ 


SULPHA- 
DIAZINE 


A The old Chinese proverb implies safety in numbers, 


an implication that is fully supported in modern 
medical practice by the use of ‘ Sulphatriad’ brand 
compound sulphonamides. 

But safety in treatment is not the only criterion - 
by which ‘ Sulphatriad’ should be judged. The 
sulphonamides which are associated in this 
preparation are three of the most active in general 
use. Sulphatriad’ has been clinically proven and 
is now widely accepted as the sulphonamide 
preparation combining rapid absorption, good tissue 
distribution and fast therapeutic effect with a high 


degree of safety. 
Detailed literature available on request. 


MANUFACTURED BY MAY & BAKER LTD 


MAI347 


DISTRIBUTORS: PHARMACBUTICAL SPECIALITIES (MAY: & BAKER) LTD - DAGENHAM 
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A Soft Diet Menu— 
but delicious ! 


Heinz Strained Vegetable 
Soup diluted with milk. A 
lightly cooked omelette filled 
with Heinz Strained Chicken 
Broth. And to follow, Heinz 
Strained Plums with Semo- 
lina garnished with whipped 


cream. 


IT IS, OF COURSE, only natural for a 
patient to dislike the idea of a Soft 
Diet. He often visualises tasteless, 
tedious meals and, possibly, unsatis- 
fied hunger. But with Heinz Strained 
Foods available to him, a soft diet 
can be both satisfying and actually 
interesting. 


Heinz Strained Foods come in a 
wide range providing the variety that 
the patient fears he’ll miss. They con- 
tain no unsuitable seasoning and, 
whilst all coarse fibres are removed, 


‘““No—a Soft Diet 


doesn’t mean 
gruel nowadays 


sufficient bulk is retained to encourage 
the bowel’s correct function. 


Scientific cooking methods con- 
serve their nutritive values making 
them actually more nutritious than 
similar foods prepared at home. They 
are a balanced team providing the 
vital proteins, vitamins and minerals. 

For hospital use, Heinz Strained 
Foods are obtainable in 154-0z. cans 
from the usual suppliers or direct 
from H. J. Heinz Company Ltd., 
Harlesden, N.W.10. 


}?? 


Beef Broth with Beef and Barley 

Beef and Liver Soup 

Bone and Vegetable Broth 

Chicken Broth with 
Vegetables and Cereal 

Tomato Soup - Vegetable Soup 

Beetroot-Carrots- Green Beans 

Peas - Spinach - Apples 

Apple, Prune and Custard 

Egg Custard with Rice 

Plums with Semolina 

Prunes with Cereal 

Creamed Cereal 


HEINZ STRAINED FOODS make a Soft Diet interesting 
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RADIOGRAPHY IN HOT CLIMATES 


protlamd 
cuddled with 


PHILIPS 


REFRIGERATED 
PROCESSING UNIT 
© Thermostatically controlled — fully automatic 
+ Will cool 20, gal of water per hour — from 


how, © Heater incorporated for use in low 

e Films always washed in cooled water. ambient 

© Separate Tank and Coles. Cooler can be installed © All insulation material insect-proof. 
outside dark room. © Complete and easy access for inspection. 


ENABLES GOOD RADIOGRAPHY TO YIELD CONSISTENTLY GOOD RADIOGRAPHS 
Users commend its performance and reliability 


SEND POSTCARD FOR FULL INFORMATION 


PHILIPS ELECTRICAL 


LIMITED 
X-RAY DEPARTMENT CENTURY HOUSE SHAFTESBURY AVENUE - LONDON +: W.C.2 
( xp962a) 


non-toxic 


Antiseptic Germicide 


KEEDOSOL (FERRIS) provides a general antiseptic 
of high bactericidal potency yet possessing marked 
advantages not attributable to germicides of phenolic 
origin. It is non-poisonous, even in high concentration, 
non-injurious to living tissue, and its agreeable 
refreshing odour renders it pleasant in use. For the 
guidance of users of this modern germicide a table of 
’ recommended dilutions is affixed to each container. 


Available in 4-0z.; 8-0z.; 16-0z.; and 80-02. bottles 
and 1-gallon tins 


KEEDOSOL 


(FERRIS) 


Samples on request 
FERRIS & CO LTD 


Perfect Dial Control 
of for= 


fo b th Doctor 

r use e@ or 

in cases ity BEDRAIL ATT. MENT 
or Minor Su. rgery Foruse in the WOSPITAL 


from 


SURGICAL HOUSES 


BRISTOL 


PRAN FE LTD Haworth Keighley. Yorks 


C ypre INHALER 
f wd 
Ms, Surgery £ 8-8-0 
“Ra, 
ny 
| 
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\ | Sol maximum 
> remediorum est 


The value of sunlight, both as a_ prophylactic 
es measure and as an aid to recovery after illness, was f 
widely recognized in classical times, and these #y 
words of the Elder Pliny are no less true today * 
than they were 2,000 years ago. In those days, 
however, the physician who wished to prescribe 
this sovereign remedy was at the mercy of the 
caprices of weather and climate. The modern 
physician can administer ultra-violet radiation with 
scientific accuracy, and repeat the dose as often as 
required, thanks to the apparatus made available 
by Hanovia, Ltd. 
Ultra-violet radiation is a powerful therapeutic 
weapon, being a specific in a number of skin 
diseases and rheumatic and allied conditions, as 
well as an excellent adjuvant in illnesses involving 
general debility. A résumé of its physiological 
effects are to be found in the booklet ‘The 
Dynamic Key to Recovery.” 


HANOVIA LTD. 


SLOUGH \ 
Specialists in ultra-violet ray treatment 


40/- 


per cent per annum 
COMPOUND 

is the reversionary bonus declared for the 
five years 1949-53 by the Scottish Widows’ 
Fund—a striking addition to the ‘Unique 
Record’. 

For particulars of how you may become 
a member of this vigorous profit-sharing 


Two's Company?” . 
with PLAYER’s N°3 


SCOTTISH 


FUND 
Ghe Quality Head Office: 9 St. Andrew Square, Edinburgh 2 
Ci London Offices : 
igarette 28 Cornhill, E.C.3 17 Waterloo Place, S.W.1 
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NATIVELLE’S DIGITALINE 


Successful Clinical Practice spreading over many years is proof of the trustworthiness of THE ORIGINAL 


PRODUCT. Standard works on cardiology and current medical literature contain numerous references to 


the unfailing reliability and constant activity of NATIVELLE’S DIGITALINE. Literature and samples 


will gladly be forwarded on request. 


Supplied in the following forms: TABLETS (Pink) 0-1 mg. 


(1/600 gr.). TABLETS (White) 0-25 mg. (1/240 gr.). 


AMPOULES for intramuscular and intravenous injection 0-2 mg. (1/300 gr.). 


OUABAINE ARNAUD 


May be relied on for constant therapeutic effect whenever Strophanthus preparations are indicated. 
International Standard of Ouabaine kept in National Institute for Medical Research, London. 


Supplied in the following forms: TABLETS 2-5 mg. (1/24 gr.). 


AMPOULES 0-5 mg. (1/120 gr.) for intramuscular injection. 


AMPOULES 0-25 mg. (1/240 gr.) for intravenous injection. 


Samples and literature on 


"™ANILCOX JOZEAU & CO., LTD. 


714-771, WHITE LION STREET, LONDON, N.1, and at 19, TEMPLE BAR, DUBLIN 


RHEUMATISM 


AND KINDRED AILMENTS 


Harrogate, the lar, wget Spa in Great Britain, 
Is actively engaged in providing all types of 
physical treatment in connection with the 
rheumatic disease and all of physical 
rehabilitation. Extensive alterations have 
taken place, including the ogee of the 
establishment with DEEP L THERAPY, 
medical gymnastic facilities and occupational 


therapy. 

HARROGATE SPA 
Treats both private patients under its All- 
inclusive Treatment Scheme, and National 
Health patients. 


Medical enquiries as to cost, and how treat- 
ment can be obtained, will be welcomed by— 


B. Roberts, Manager, 
Section 2, 


THE ROYAL BATHS 


HARROGATE 


Non Allergic 
BEAUTY PRODUCTS 


THE SAFETY FACTOR IN 
EVERY DAY MAKE-UP 
Queen beauty products form a complete range 
of toilet and beauty preparations, including 
lipsticks, specially for those women who 
have sensitive skins 
tain no orris in any fo 
Fa irritants AND ARE RECOMM NDED 
THE MEDICAL PROFESSION, 
from John Bell & C: 
50 Wigmore Street, W.!, and 
other chemists. 


Write for Price List to :— 
BOUTALLS CHEMISTS LTD. 
60 Lambs Conduit St., London, W.C.1 


CHISWICK HOUSE 


PINNER, MIDDLESEX 


A Private bee for the Treatmer Treatment and Care of Mental and 
Nervous Illnesses in both Sexes, 


A modern house, 12 sotine’2 from Marble Arch, in attractive 
secluded grounds. Patients treated under Certificate, Tem- 
pe or Voluntary status. Modern forms of treatment, 

cluding ychothera narco-analysis, modified insulin, 

T., etc. Fees from 12 guineas a week. 


DOUGLAS MACAULAY, M.D., D.P.M- 


SPA PRIVATE CLINIC 
*  TUNBRIDGE WELLS 


A Residential Clinic for the treatment of patients suffering 
from Rheumatism and the Systemic diseases. 
Details from the Secretary, Spa Private Clinic, Broadwater 
Down, Tunbridge Wells, Kent. 

(Telephone: Tunbridge Wells 1706) 


therapy, 


CHEADLE ROYAL, CHEADLE, CHESHIRE 


REGISTERED MENTAL HOSPITAL 


PrEstmpENt: THE Rigur Hon. EARL OF DERBY, M.C. 
MepicaL SUPERINTENDENT: W. V. WADSWORTH, B.Sc., M.B., M.R.C.P., D.P.M. 


This Hospital receives all types of patients who are suffering from parenciegiesl and senile illnesses. It has recently been 


extensively re-decorated and central heating has been installed Srataeat m2 
in the country. Private rooms, with special nurses, can be provided. 


ing it one of the most no yong 5 appointed hospitals 


atients receive very careful and thorough clini and 


thological investigations ; the most modern psychiatric treatment is available, including deep insulin therapy. Psychotherapeutic 


atment is employed in suitable cases. 


Occupational therapy is a special & feature of the Hospital an 


there are ep a facilities for indoor and outd ti 


tennis, cricket, croquet, badminton, billiards, cinema, television, sey Geriatric units for mild cases of senility are provided where 


patients can pursue as normal a life @ as ames 
The Hospital is situated in 


three hundred acres of pleasant Cheshire parkland and yet is only nine miles from Manchester. 


Glan-y-Don is the Hospital’s cunveninoten home, overlooking the sea at Colwyn Bay. Itis extremely comfortable and well appointed 


and has its own farm and market garden. 


For terms and further particulars, apply to the Medical Superintendent. Telephone: GATLEY 2231. 
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ST. ANDREW’S HOSPITAL 


NORTHAMPTON 


PRESIDENT: THE EARL SPENCER 


Mepicat SUPERINTENDENT: THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 
This Registered Hospital s attnated in 130 acres of park and pleasure grounds. Voluntary patients, who are suffering from 


incipient mental disorders or who wi 


of both sexes are received for treatment. 


can be provided. 


This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be admitted, 


prevent recurren 


WANTAGE HOUSE> 


ttacks of mental trouble ; 
Careful biochemical: bacteriological, and 
rooms with special nurses, male or female, in the Hospital or in one of the numerous villas in the 


ological examinations. 


FOR NERVOUS AND 
MENTAL DISORDERS 


patients, and certified patients 
Private 
grounds of the various branches 


It is equipped’ 


with all the apparatus for the complete investigation and treatment of Mental and Nervous Disorders by the most modern methods; 


insulin treatment is available for suitable cases. 
Turkish and Russian baths, the prolonged omit A bath, Vic 
etc. There is an Operating Theatre, a Dental Surgery, an 

treatment. 
ic treatment is employed when indicated. 


Diathermy Hig 


Two miles from the Main Hospital there are several 
Milk, meat, fruit, and vegetables are supplied to the Hospital from the fa 


therapy is @ feature of this branch, 
growing. 


The seaside house of St. Andrew’s Hosp 


scenery in No Wales. 
branch for a short seaside change or 
is trout-fishing in the park. 


courts), cro 


For terms and further partic 
can be seen in London by appointmen 


for longer peri: 


t contains s 


It also nil Pow Laboratories for 


MOULTON PARK 


rm, gardens 


BRYN-Y-NEUADD HALL 
tal is beautifull 


Douche, Scotch Douche, Electrical b 
X-ray RB Room, an Ultraviolet Apparatus, and a Department for 


bi 


situated in a park of 330 acres, at Lianfairfec 
On the North: West side of the Estate a mile of sea coast forms the boundary. Patients may visit, ins 
ods. The Hospital has its own private 


an 
ts are given every facility for occupying themselves in 


cal, bacteriologi 


ning, an 


bathing house on the seashore. 


At all the branches of the Hospital there are cricket 
croquet grounds, golf courses, ~ al aoe ling gree 
provided for handicrafts, such as carpentry, e 


grounds, foot football and hockey grounds, lawn tennis courts ( 


their own gardens, an 


cial departments for hydrotherapy by x arious methods, inc luding 
a Plombiéres treatment, 


cal, and pathological 


branch establishments ai and villas situated in a park and farm of 650 acres. 
d orchards of Moulton Park. 
farming, garde d fruit 


han, amidst the finest 


here 


are 


apply to the Medical (TELEPHONE: Northampton 4354 (3 lines)), who 


CLIFFDEN, TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 
A well-appointed House with spacious balconies and extensive views of the South Devon Coast. Beautiful garden and own dairy in 35 acres 


In the same grounds, ROW 


Resident Physicians—BERTHA M. MULES, M.D., 


B.S. 


DENS, a comfortable house with lovely views. Private road to the beach 
There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing moorland air 


Telephones—TEIGNMOUTH 289 and 537 


ANNE S. MULES, M.R.C.S., L.R.C.P. 


HEIGHAM HALL, NORWICH 


PRIVATE MENTAL HOME for Nervous and Mental iliness. All types 
of treatment carried out. Accommodation for Alcoholics and Addicts 


available. Special Geriatric Unit now open. 


Apply to Dr. J. A. SMALL 


Fees from 6 gns. per week 
upwards according to requirements. 


Telephone : Norwich 20080 


THE LANCET 


Annual Subscription: £2 2 0 per annum 


Special reduced rates to Students 
Air-mail edition available 


Vacancies 
ACADEMIC AND EDUCATIONAL P. CASUALTY Manchester R.H.B. Sr. H.M.O. 35 
SECTION 4 | Battersea Gen., 5. wired O. or North Hast Met, 
Central Middlesex, N.W.10 -- 36 Paddington, Child’s., W.2.H.0. 37]  Bartholomew’s. Sr. 44 
North Middlesex, N.16. Sr. 37] Putney, 8.W.15. H.O.’s .. 37 . King Ed. Vit Mem. San. 
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Hosps. Sr. . 38 Barrow-in- Furness. North Lonsdale. , 43 
Bradford Royal 40 HM 
Bradford, St. Luke’s. Sr. Ti. 0.& H.O. 39 Accident. H. 0.’s SURGERY 
Bristol Clinical Area. Reg 40 | Birmingham. Selly Oak. Sr.H.O. .. 39| Hosps, for Diseases of the Chet 
‘ambridge. s. Sr. H. 41 | Birmingham. Solihull. Jr. H.M.O... 39 Dental G.P.s 37 
Chelmetord Hos ii Carshalionn, St. Helier. Sr.H.O. 40 Devon & East 
‘roydon Group H.) Reg. 
Durham County. SQ. .. 41 Zope. Pre- 41 | South B. Reg... 45 
Edgware Gen, Sr, H.O 41 | Colchester. Essex County. 41 | DERMATO! 
Halifax Gen. Jr. H.M.O. 42 Hull. Victoria Hosp. for Sick ( Child. St. John's a: for Diseases of the 
Ipswich. Kast Suffolk & Ipswich. H.O. 42 38 
Sr. H.O 42 R.H.B. Casualty 43 
Leamington Spa. Warneford Gen. Officers 35 Scotland, North- Eastern B. 
RD. ies Nottingham Sr i. 44 P.-t. Cons. 35 
rT. 
Macclesfield. Sr. Hi ¢ 43| Plymouth, South Devon East OAT Reg, or 
Portsmouth Group 44 Cornwall. Sr. H. 44 R 87 
testers R.A Sr. Prescot, Lancs. Whiston. Sr. 44] st. Mary's, P.-t. 38 
sheffield Locum | Slough. Upton. Ashford, Middx. H.0.. 38 
Stoke-on-Trent City. Gen. Sr. H.O. 46 | Swindon Group Sr. 10, 46 Birmingham Uni United Hosps. ‘sr. H. 0. 
Swindon & Dist. H.M.C. Sr. H.O. .. 46 | Weston-super-Mare Gen. Sr. H.O. 47 fi. M. 
Welsh R.H.B. Reg. .. 46 | Wolverhampton Group. H.0. .. 47 39 
Royal Hants County. | CHEST AND TUBERCULOSIS Brighton & Lewes H.M.C.’ Group 
= Vincent's. 36 rai Henry Gauvain. Locum Sr. 33 nev’ 42 
ai ne en unty_ almic 
BACTERI Y Broxburn. Bangour ‘Gen. Reg. or & Aural. Sr. H.O. . 
—- Western R.H.B. Sr. H.M.O., Sr. H.0. & H 40 | Manchester R.H.B. Reg. 43 
Cardiff. Cefn Mably. r. 0. 41 | Newcastle R.H.B. Sr. Reg. 43 
Scotiand. Western R.H.B. Sr. Reg... 45 | Leeds R.H.B. Sr. H.M.O.’s 35 | Welsh R.H.B. Sr. -. 46 
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Glasgow. Stobhill Gen. Jr. H.M.O, 42 
Hornchurch. St. George’s. Jr. H.M.O. 42 
North West Met. R.H.B. Cens. os ae 
Wellingborough. Park. Sr. H.O. .. 47 
HAMATOLOGY 
South African Blood Transfusion 

Service. Serologist 36 
South Provincial Admin. « of 

f G Med. 

F) os 
INFECTIOUS DISEASES 
Bristol. Ham Green. Jr. H.M.O. 40 
Helens. H.O. .. 42 

Regs. 43 
Foods Diseases. H.O.’s 44 
LARYNGOLOGY AND OTOLOGY 
Scotland. North-Eastern R.H.B. Sr. 

MEDICINE 

ammersmith, W.12. Reg... r 37 
North Kast Met. R.H. Regs. ; 37 
North Middlesex, N.18. 
North West Met. R.H.B. P.-t. Cons. 34 
Royal Free, W.C.1. Jr. H.M.O. : 37 
Royal Masonic, W 6 Reg. .. eet) | 
South East Met. R.H.B. Regs. 37/38 
Whittington, N.19. H.O.’s .. 
Ashford, Middx. H.O. 
Bideford & Dist. H.O.. 

Birmingham R.H.B. Reg. 
Birmingham. Summerfield. Jr. 

H.M.O. 39 
Bishop’s Stortford & Dist. H. 0. 39 
Blackburn & Dist 39 
Braintree. Black Notley, H. 40 
Bristol. Southmead Gen. Group = 

County. 41 
Epping. St. Honey 

Lane. 41 
Hertford County. H.O. 42 
Hillingdon, Middx. A 42 
Huddersfield. St. Luke's. Sr. H.O. 42 
Liverpool. Mossley Hill. Sr. H.O. 43 

chester. Altrincham Gen. Sr. 

Newcastle R.H.B. 43 
Nottingham Cit; ~. 44 
Nottingham. Highbury, Sr. H.0O. 44 
Reading. Royal Berkshire. Pre-reg. i 
=— Castle, North Wales. Asst. 35 

ys. oe 
Stoke-on-Trent. “Gity Gen. H. 0.’s 46 
North Staffs Royal 45 
West Cornwall Clinical Area. 
Michigan, - 
dency. . ae 
NEUROLOGY 
Bristol Clinical Area, 40 
New York. Albany. Residencies 
NEUROS — 
Whittington, N 38 
Bristol. Cossham/Freachay "HLM. 
r. 
Liverpool. Walton. ‘Sr. H.0.’s or 

H.0.’s ae oe 42 
OBSTETRICS AND GYNZCOLOGY 
University of steaeeh Sr. Lecturer 34 
Blissheth Garrett Anderson, N.W.1. 
Plaistow’ Maternity, E.13. H.O. 37 
South East Met. R.H.B. 
Whitti m, N.19. 38 
B m Green Mater- 

nity. H.O. . a 39 
Birmingham United Hos osps. H.O 39 
B Queen’s Park. Sr. H.O.. 39 
Bury Rossendale H.M.C, Pre-reg. 
Coatbridge, Airdrie & Dist.” Hosps. 

B.O.M. Jr. H.M.O.. 41 
Derby. Derbyshire Hos osp. f for Women. 
Derb3 b Royal i inty. Pre- 

r 

.O. or Br. | H.O. “a 41 
Mid-Worcesters Locum aa 
Nottingham City. gr. 0. 0. 44 
Reading. 44 
Scotland. South-Eastern B. Sr. 
Shrewsbury. Royal Salop Infy. & 

Copthorne. HO. . «45 
Watford Maternity. Sr. 
West Dorset Group H.M.C. Reg. .. 47 
OPHTHALMOLOGY 
Moorfields, Westminster 

Eye. Reg. 37 


[Aucust 21, 1954 


Page 
Royal National T. N. & E. P.-t.Cons. 34 
Birmingham & Midland Kye. 
Birmingham R.H.B. Se. Reg. ‘ 39 
Brighton. Sussex Ey 40 
& Aura 43 
Scotland: Western R.H.B. P.-t. 
Cons. <a 36 
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Southampton Eye. Sr. H.0. 45 


Southend Gen. Sr. H.O. 
Stoke-on-Trent. Staffs. Royal 
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ORTHOP2ADICS 

North Kast Met. Reg. 
South East Met. R.H.B. Reg. 

St. James’, 8.W.12. Locum we, H.O. 
Whipps Cross, E.11. H.O 
Birmingham R.H.B. Reg. 

Bury & Rossendale H.M.C, Sr. H.O.. 
Desby. Derbyshire Royal infy. Sr. 


Rast “Angiian R “Reg. 
Isleworth. West Middlesex. 


Leeds R. 
Leeds. 


‘Pre-teg. 


Sr. 


Liverpool. Walton. Sr. H.O.. 
Luton & ee Reg. .. 
Manchester R.H.B 


Rochdale ity. 
Salisbury Gen. H.O. 


“H.B. 
West Cornwall Clinical Area. 
Winchester, Borel Hants County, 
r. OU. 


PZDIATRICS 
Queen | Elizabeth Hosp. for Child. M. C. 


Whittington, N.19. H.O 
Ashton, pre Glossop ‘AMC. 


United Hosps. Sr. H. o. 
Bleckburn & Dist. H.M.C. Sr. H.0O... 
Bradford Children’s. Sr. H.O. 
Hillingdon, Middx 

Manchester. Wythenshawe. Sr. H.O. 
Sheffield Uni Hosps. Reg. or 


Warwick. H.O. ; 

PATHOLOGY 

Mile End Group Lab., E.l. Temp. 
al Free, W.C.1.° Locum Asst. 
atho 


H.M.C. Sr. 
Cheltenham Group H. M.C. Sr. H. D.. 


(Selly Oak) Group 2 


Neath Gen. Sr. H.O. 

ading Area Hosps. Sr. H.O. or H-0. 
Romford. Oldchurch. Sr. H.O. 
bar sg Canadian Red .Cross Mem. 


H.O. 
Winchester. Royal Hants County. 


PHYSICAL MEDICINE 
Middlesex, W.1. Sr. Reg. .. 


SURGERY 


hepstow. Mon. Sr. H.0. 


PSYCHIATRY 

Bath Area. Sr. H.M.O. 
Bromsgrove. Barnsley Hall Hosp. for 
Mental & Nervous. Diseases. Jr. 
H.M.O. & Sr. H.O... 
. St. Augustine’s. Locum 


Corian Royal Mental. Cons. oe 
Glasgow. Stobhill Gen. H.O.’s_.. 
Knephill, Wo king, Surrey. B 


Lancaster Moor. Reg. 
Oxford. Littlemore (Mental). Sr. H.O. 
Retford, Notts. Rampton (State). 
Locum Sr. H.M.O. .. 
—- North Eastern R.H.B. 
Scotland. South- Fastern R.H.B. Ree. 
South East Met. R.H.B. Regs. % 
Welsh R.H.B. Sr. H.M.O. .. é 


Page 
Essex. Runwell. Locum a 
Yorkshire. "Riding HMC. Sr. 
Albany. ‘Residencies 47 
RADIOLOGY 
uy’s, 
Colt 'S.E.5. Reg. 36 
ames’, Sr. Reg. 38 
Hosp. np Sr. 
H. r Reg.. 38 
ob R.H.B. Sr. H.M 35 
Manchester Unites Hospe. Sr. Si: 35 
Sheffield R.H.B. A 35 
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Radiologist 36 
RADIOTHERAPY 
St. Bartholomew’s, E.C.1. Sr. H.O... 38 
Leeds R.H.B. Regs. .. 
RHEUMATOLOGY 
Aylesbury. Royal Bucks & Assoc. 
Hosps. M.C, Sr. H.O. 88 
SURGERY 
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Bradford. St. Luke’s. H. 40 
Carshalton. St. Helier. H.O... ver 
Dorchester. Dorset County. H.O. . 41 
Dover. Royal Victoria aa H.O.. 41 
East Anglian R.H.B. 41 
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Manchester R.H.B. Sr. 43 
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Exeter Clinical Area. P.-t. Sr. H.M.O. 35 
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Intern on 
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Academic and Educational 
ROYAL COLLEGE OF SURGEONS OF ENGLAND 


SEPTEMBER OCTOBER, 1954 
A course of 24 Surgery Lectures, with 10 Clinical Seidimenimes 
at certain selected hospitals, will be held from 27TH SEPTEMBER 
to 14TH OCTOBER, 1954. Only a limited number of students can 
be accepted for the Clinical Conferences. 
Fees : Whole course £15 15s. ; Lectures only £10 10s. 
Applications, accompanied by a cheque for the appropriate 
fee, should be sent to Mr. W. F. Davis, Deputy Secretary, 
Royal College of Surgeons of England, Lincoln’s Inn-fields, 
W.C.2, from whom further information may be obtained (Tele- 
phone : HOLborn 3474). 
INSTITUTE OF BASIC MEDICAL SCIENCES ~— 
ROYAL COLLEGE OF SURGEONS OF ENGLAND 
BRITISH POSTGRADUATE MEDICAL FEDERATION 
(UNIVERSITY OF LONDON) 


LECTURES AND DEMONSTRATIONS IN ANATOMY, PHYSIOLOGY AND 
PATHOLOGY, FEBRUARY-—MAY, 1955 

A full-time Course of ‘Lectures and Demonstrations in the 

above subjects will be held at The Institute from 21sT FEBRUARY 

to 20TH MAY, 1955. Applications for this Course will be strictly 


Chosen ie for applications is Friday, 8th October, 1954. 


LECTURES IN ANATOMY, PHYSIOLOGY AND PATHOLOGY 
OCTOBER-DECEMBER, 1954 

A Course of 120 Lectures only in the above subjects will 
be held at the mR. from 4TH OCTOBER to 31ST DECEMBER, 
1954. The Lectures will be held in the mornings from MONDAY 
to each week. 

Fee : £36 15s. 

Full information of, and er Davi forms for, these courses 
may be obtained from Mr. W. F. Davis, Secretary, Institute of 
Basic Medical Sciences, Royal fee of Surgeons of Papen. 
uD. Inn-fields, London, W.C.2 (Telephone: HOL 


- THE ROYAL INSTITUTE OF PI PUBLIC HEALTH AND 


THE aati, AND THE DIPLOMA, IN PUBLIC HEALTH, AND 
THE DIPLOMA IN INDUSTRIAL HEALTH 
The next bi-annual Course of Instruction for the Certificate 
in Public Health (CB.H.) will commence on 1ST OCTOBER, 
954. This leads to Courses both for the Di —, Le Public 
Health and for the Diploma in Industrial He 1 Courses 
may be taken either whole-time or part- a. 
rospectuses, enrolment forms and full details may be 
obtained from the Secretary, 28, Portland-place, London, W.1 
(Telephone : : LANgham 2731/2). 


BRITISH ASSOCIATION OF PHYSICAL I MEDICINE 


A COURSE IN PHYSICAL MEDICINE will be held on SATURDAY 
mornings during NOVEMBER, DECEMBER and JANUARY. 

Further particulars can be obtained from the British Associa- 
Woe of Physical Medicine, 45, Lincoln’s Inn-fields, London, 

C.3. 


THE UNIVERSITY OF BIRMINGHA M. Faculty of 
MEDICINE. Applications are invited for the appointment of a 
Whole-time LECTURER grade II) in the Department of 
Anatomy (Director : gg ER Salary scale up to 
£1200 a year, iow Ra to age, qualifications, and experience. 
F.8s.U, and family allowance. Good facilities and adequate 
time are available for research. 

Applications (3 copies) with names of 3 referees, should be 
received by the Assistant Registrar, The Medical School, 
Birmi Birmingham. 15, not later than 30th September, 1954. Further 

ars may be obtained from the 
TRTON, 


THE UNIVERSITY OF LIVERPOOL. Applications are 
invited for the post of Whole-time SENIOR LECTURER in 
the Department of Obstetrics and Gynecology, duties to com- 
mence not later than Ist January, 1955. The initial appointment 
will be for a period of 3 years. Salary according to qualifications 
and experience, within the scale £1500-£100-£2000 p.a., 
with child allowance and superannuation. The successful 
candidate will, in addition to performing University duties, 
be expected to carry out responsible clinical work in the pro- 
fessoria!l units in apvere! bospitels and will, for this purpose, 
hold an honorary contract as a Consultant with the Board of 
Governors of the U nited Liverpool] Hospitals and the Liverpool 
Regional Hospital Board. 

Applications, stating age, academic qualifications and experi- 
ence, together with the names of 3 referees, should be received 
not later than 18th September, 1954, by the undersigned from 
whom further particulars of the conditions of appointment 
may be obtained. STANLEY DUMBFLL, Registrar. — 
THE UNIVERSITY OF LIVERPOOL. Applications are 
invited for the post of LECTURER in the epertinent of 
Surgery, at an initial salary within the range £900-£1200 p.a. 
accerdinn to qualifications and experience. 

Applications, stating age, academic qualifications and experi- 
ence, together with the names of 3 referees, should be received 
not later than 28th August, 1954, by the undersigned, from whom 
of the conditions of the appointment may be 
obtaine STANLEY DUMBELL, Registrar. 
UNIVERSITY OF MELBOURNE, Australia. Applica- 
tions are invited from medical graduates below the age of 35 
with experience in for the position 

EPU SISTANT DIRECTOR of the Public Health 
Bacteriological is incorporated in the Depart- 
ment of Bacteriology of this University. The duties include 
supervision of graduate and technical staff in Diagnostic Public 
Health Bacteriological Service, some administrative responsi- 
bilities connected with the service, teaching and research. The 
position offers further advancement if the appointee is of out- 
standing merit. Salary range £A1600-£A2150 p.a. with super- 
annuation similar to F.S.S.U. 

Further particulars and information as to the method of 
application may obtained from the Secretary, Association 
of Universities of the British Commonwealth, 5, Gordon-square, 
London, W.C.1. The closing date for the receipt of applications, 
in “Australia and London, is 30th September, 1954 
UNIVERSITY COLLEGE OF SOUTH WALES AND 
MONMOUTHSHIRE. Applications are invited for the post of 
ASSISTANT LECTURER IN ANATOMY from Ist January. 
1955. Candidates should have interest in histolo in the firs 
instance. The salary will be on the scale £650-£ 00-£950 p.a. 
with participation in the superannuation a and family allowance 
schemes. Facilities are available for resea 

Further roan can be obtained — ‘the undersigned to 
shot applications (8 copies), es), including names of 3 referees 


uld be sent by llth Septem 
R. Evans, Registrar. 


Hospital Services : Senior Appointments 


BOLINGBROKE HOSPITAL. Wandsworth Common, 
8.W.11. rag _RADIOLOGIST, 6 sessions per week, 23rd 
August—10th Se 

Apply Hospital's (BATtersea 2445). 


NORTH WEST METROPOLITAN REGIONAL HOS- 
Pra) CONSULTANT GERIATRICIAN (whole-time) for duties 
at St. Albans City Hospital (382 Beds); Abbots Langley 
Hospital (170 Beds)—each 3 half-days a week, and Luton and 
Hitchin ospitals (1000 Beds)—5 half-days a weck. The 
a at St. Albans may involve a little acute general 
by 28th September, 

(2) CONSULTANT PH SICLIAN (part: time), Royal Northern 
Hospital, N.7 (279 Beds)—for 3 half-days a week (at present 


G. 

The University, Edgbaston, Birmingham, 3. 
THE UNIVERSITY OF MANCHESTER. Applications 
for the t of LECTURER IN CARDIOLOGY are invited 
from stered medical] practitioners who hold the Membership 
of the Royal College of Physicians and who have completed their 
service as Senior Registrars or in equivalent posts. The duties 
involve systematic and clinical teaching in the subject with 
opportunities for research and the person appointed will under- 
take the Manchester Royal Infirmary such clinical duties 
as are ‘allotted to him in the unit directed by the Director of 
the Department of Cardiology. The Board of Governors of the 
United Manchester Hospitals is — to negotiate an honorary 
contract as Consultant with the person appointed. Salary 
on a scale rising to £1800 Pasi initia) sal according zt 

qualifications and experience. Membership 0 the F.S 
ona Children’s Allowance Scheme in force 

Applications should be sent not later ‘than 11th September, 
1954, to the Registrar, the University, Manchester, 13, from 


Po oo particulars and forms of application may be 


THE UNIVERSITY OF MANCHESTER. Applications 
are invited of ASSISTANT UNIVERSITY 
MEDICAL OFFICER (full-time) to the Student Health Service. 
Applicants should have had good clinical experience and should 
hold a higher medical qualification ; with 

oung people would be an advantage Sala according 
qualifications and ex erience, but not less than £1750} ag 
Membership of F.8.8.U. and children’s allowance scheme. 

should sent not later than 10th September, 
1954, to Registrar, The University, Manchester, 13, from 
be “farther particulars and forms of application may be 
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Tuesday and P.M. and Friday ) inclu occasional 
at Wood Green and Southgate Hospital, N.11 (5? Beds 
Applications by 20th September, 1954. 
fain may be visited by direct appointment. 
ication forms obtainable from, and _ returnatile to, 
Secretary North West Metropolitan Regional Hospital S3oard, 
lla, Portiand- place, W.1. 


ROYAL NATIONAL “THROAT, NOSE AND EAR Hos- 
PITAL, Gray’s Inn-road, W.C.1, and Golden-square, W.1. 
(Designated as a teaching hospital.) OPHTHALMIC SUR- 
EON. The Board of Governors invites applications for the 
above post, which is a consultative one entailing occasional 
visits from time to time as the need arises, but there are no 
regular sessions. It is estimated that the time required for the 
uties averages 1 hour per week, but this is subject to revision 
in the light of experience. 
Applications (10 0 copies) should give details of age, qualifica- 
Wane, experience and — osts held, together with the names of 2 
ferees, and should be sent “to the House Governor by 30th 
September, 1954. 


ST. MARY'S HOSPITAL AND NORTH west METRO- 
POLITAN REGIONAL HOSPITAL BOARD (PADDINGTON GENERAL 
HOSPITAL), Part-time CONSULTANT ‘in General Surgery. 
Applications are | invited for the above post. The enceessful 
een oor will required to undertake, from a date to 
rranged, 3 aeteenl half-days per week at St. Mary’s, anh 
3 notional half-days per week at Paddington General Hospital. 
(14 copies), stating date of birth 
permanent address, qualifications, with and details of 
present ‘and previous appointments, together or with the names and 
addresses of 3 referees, should be sent not later than Ist October, 
1954, to the House Governor, S St. Mary’s Hospital, London, 2, 


from whom further information as to the particulars of this 
appointment may be ob’ 
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BATH CLINICAL AREA. South-Western Regional 
HOSPITAL BOARD. Applications are invited from registered 
medical practitioners for the appointment of ASSISTANT 
PSYCHIATRIST at Roundway Hospital, Devizes, which 
contains approximately 1457 Beds. The Senet will be on 
@ whole-time basis in the Senior Hospital Medical Officer grade. 
Applieants should possess the Diploma in Psychological Medicine, 
and previous experience of the diagnosis and treatment of 
mental diseases is essential. The successful candidate will work 
under the general direction of the Medical Superintendent of 
Roundway Hospital. An unfurnished house is available. 

Applications (12 copies), stating date of birth, qualifications 
and experience, together with 12 copies of 2 testimonials, and 
the names and addresses of 2 referees, should be sent to the 
Secretary of the Regional Hospital Board, 27, Tyndalls Park- 
road, Bristol, 8, not later than 28th August, 1954. 


CHEADLE ROYAL MENTAL HOSPITAL, Cheadle, 
CHESHIRE. (A Registered — Hospital for Private Patients. 
400 Beds. Admission-rate 450-475 per year.) Whole-time 
DEPUTY MEDICAL SU PERINTEN DENT (Consultant). 
——— must be registered medical practitioners and have a 

de experience in psychiatry. Candidates are welcome to visit 
the Hospital by direct appointment. Salary £1900-£2950 
according to experience, increments as for Consultants in 
National Health Service. A partly furnished 4-bedroom detached 
house in the grounds available, electricity, gas, coal, laundry, 
farm and market garden produce valued for superannuation 
purposes at £200 p 

Applications, with’ names of 3 referees, to be addressed to the 
Medical Superintendent. 


EXETER CLINICAL “AREA. South-Western sional 
HOSPITAL BOARD. Applications are invi Repional 
medical practitioners for the ASSISTANT 
VENEREOLOGIST in the Exeter Clinical Area. The appoint- 
ment will be on a part-time basis (2 sessions) in the Senior 
Hospital Medical Officer grade, and Revo experience in 
venereology is essential. he successful candidate will have 
charge of beds at Torbay Hospital, Torquay, under the general 
supervision of the Consultant in venereology, and may be 
required to visit. other hospitals in the c inical Area as determined 
y the Regional Board from time to t 
spplications stating date of birth, and experi- 
ence, together with the names and addresses of 2 referees, should 
be sent to the retary of the Regional Hospital Board, 23. 
Tyndalis ey Bristol, 8, not later than 28th August, 1954. 


MANCHESTER REGIONAL HOSPITAL BOARD. 

(a) Whole-time NON-RESIDENT ASSISTANT RADIO- 
LOGIST to the North Manchester Hospitals (Ancoats, Man- 
chester Victoria Memorial Jewish, Manchester Northern and 
Crumpsall Hospitals) and at Booth Hall Children’s and Monsall 
Hospitals. Successful candidate will work under general guid- 
ance of Consultants in wide range of radiological investigations, 
including specialised pediatrics, neurosurgical and cardio- 
logical. should have wide of diagnostic 
radiology. D.M.R.D. essential. 31st August, 1954. 

(b) Whole-time RESIDENT TUBERC ULOSIS IAN 
AND DEPUTY PHYSICIAN-SUPERINTENDENT at Baguley 
Hospital, Wythenshawe, Manchester (400 Beds). Modern house 
available. Applicants must have had wide experience and 
of higher medical qualification is desirable. 

spital is the regiona tre for tuberculous thoracic 
and appointee bbe have ¢ duties in adjoining outpatient. el nic. 
6th September, 1954. 

— non-resident posts of ASSISTANT PATHO- 


(i) Rochdale and District Hospital Group (laboratories at 
Birch Hill Hospital, Rochdale, and Rochdale Infirmary). 
(ii) Macclesfield and District Hospital Centre (laboratories 
at Macclesfield General and Parkside Hospitals). 
Experience of al all branches of hospital pathology is desirable. 
The successful candidates will work under the general guidance 
of a Consultant. & and will be required to live near their main 
hospitals. 13th September, 1954. 
for all posts £1500 (at age 32)-£50-£1950 p 
Application forms from the Senior Administrative, Medical 
Officer to the Board, Cheetwood-road, Manchester, 8, to be 
returned by dates stated. 


MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL INFIRMARY, MANCHESTER, 13, Whole- 
time ASSISTANT RADIOLOGIST (Senior Hospital Medical 
Officer) to commence as soon as possible. es will be divided 
between Manchester Royal Infirmary and St. Mary’s Hospitals 
for Women and Children, Manchester. under the direction « of f the 
Consultant Radiologists. ndidates must s R.D 
and must have had wide bene mann in radiology. 

signed and to be made on forms obtainable from the under- 

and to be returned not later than 18th September, 1954. 

. CABLE, Secretary to the Board of Governors. 


NEWCASTLE REGIONAL HOSPITAL BOARD. Middles- 
BROUGH TUBERCULOSIS ADMINISTRATIVE AREA. (Approximate 
pulation served 380,000.) CONSULTANT CHEST PHYSI- 
CIA LAN, whole-time, or part-time for a minimum of 9 notional 
half-days per week. Salary in accordance with _ terme 
and conditions of service. Duties include chest dispensary a: 
hospital work. There are approximately 70 Beds in 2 2 hospitals 
in charge of the Senior Chest Physician and Consultant Chest 
Physician, and the chest epee is held in the General 
Hospital, Middlesbrough. Duties include part of the Consultant 
work for the Mass Radiography Service. Close contact is possible 
with Poole Hospital (a modern sanatorium of 300 Beds adjacent 
to Middlesbrough). Canvassing will disquality. but applicants 
may arrange to visit clinics and hospitals tl arrangement with 
the Senior Chest Physician, General Hospi Middlesbrough. 
Applications, together with names and — dresses of referees 
(preferably), or testimonials, to a total of to be sent to the 
Senior Administrative Medical Officer, “ Biythswood South,” 
Osborne-road, Newcastle upon Tyne; 2, within 28 days. 


NEWCASTLE REGIONAL HOSPITAL BOARD. 
Tees-side Hospital Management Committee (popula- 
tion 350,000) ; Stockton and Thornaby Hospital (130 


Beds) 

SENIOR CASUALTY OFFICER (whole-time). Duration of 
tenure of post not exceeding 4 years. The Senior Casualty Officer 
will be required, subject to the supervision of the Senior Surgeon 
to General Surgical Clinic No. 3 and the Senior Orthopeedic 
Surgeon, to organise the work of the busy Casualty Department. 
The Senior Casualty Officer must reside near the Stockton and 
Thornaby Hospital. Further particulars may be obtained from 
the Senior Surgeon, General Surgical Clinic No. 3 at the Stockton 
and Thornaby Hospital, Stockton-on-Tees. 

Wansbeck Hospital Management Committee (Main 
hospital— Ashington ) 

SENIOR CASUALTY OFFICER (whole-time). Duration of 
tenure of post not exceeding 4 years. The Senior Casualty Officer 
will be required, subject to the supervision of the Senior General 
Surgeon, to organise the casualty work throughout the Group, 
the main centre being at Ashington Hospital. A new 3-bedroomed 
detached house, within the curtilage of the Hospital, is being 
built and will be available on a rental basis, either furnished or 
unfurnished as desired 

Salary within yrenee ‘of £1500-£50-£1950 or £1400-£50-£1950 
p.a., according 

Applications, An with names and addresses of referees 
(preferably), or testimonials, to a total of s to be sent to the 
Senior Administrative "Medical wi South,” 
Osborne- -road, Newcastie upon Tyne, 2, hin 28 days. 
LEEDS REGIONAL HOSPITAL BOAR 

Whole- time NT C "PHYSICIAN AND 
DEPUTY MEDICAL SUPERINT H.M.O. scale) 
at The Hospital, Middleton, near likley. eds). Residential 
accommodation available a single pe 

Whole-time ASSIST SPHYSICIAN AND 
DEPU ry MEDICAL SUPERINTENDENT (Sr. H.M.O. scale) 
at The Hospital, Grassington, Skipton (208 Beds). Nenecslionh. 

Applications (12 copies), stating aa age, and details 
of appointments held h names and addresses 
of 3 referees, to the Secretanye Park-parade, Harrogate, not later 
than 18th September, 1954. 

RETFORD, NOTTINGHAMSHIRE. ~ RAMPTON 
(STATE) HOSPITAL. LOCUM TENENS (Senior Hospital Medical 
Officer grade) required. Must have had psychiatric experience. 
full particulars and references, to Medica) 
Superintendent. Envelope to be marked ae ae 


RUTHIN CASTLE, North Wales. Applications are 
invited for the position of ASSISTANT PHYSICIAN AND 
DEPUTY to the senor Physician of the above Clinic. Candi- 
dates are expected to have 1 or more higher medical qualifi- 
cations, and to have made a special study of 1 branch of general 
medicine up to Consultant standard. 

Further particulars may be obtained from the Senior Physician, 

SHEF NAL HOSPITAL BOARD. Whole- 
time ASSISTANT RADIOLOGIST for the City General Hospital. 
Sheffield (682 Beds), and the Barnsley Hospitals (Beckett 

2 Beds, St. Helen 220 Beds). The City General Hospital has 
Modi with the University of Sheffield. There 
are Professorial Medical and Gynecological Units, a Department 
of Thoracic Surgery, and a Regional Cardiological Centre. 
Salary scale £1500-£50-£1950. 

Application forms and further details from Senior Adminis- 

trative Medical Officer, Sheffield Regional Hospital Board, Old 
wood-road, Sheffield. Forms to be returned by 18th 

September, 1954. 

SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 

Applications invited for the post of Part-time ASSISTANT 

SURGEON (Consultant greaine) for 6 notional half-days per 

week at the Royal Hospital Unit. 

Applications (16 copies), stating age, qualifications and 

experience with the names of 3 referees, should be sent not later 
than 30th September, 1954, to the Chief Administrative Officer, 
The United Sheffield Hospitals, Central Office, West-street, 
Sheffield, 1, from whom further particulars may be obtained. 
Hospital may be visited by arrangement. 
SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
Applications invited for the post of Part-time ASSISTANT 
SURGEON (Consultant grading) for 6 notional half-days per 
week at the Royal Infirmary Unit. 

Applications (16 copies), stati age, qualifications and 
experience with the names of 3 referees, should be sent not 
later than 30th September: 1954, to the Chief Administrative 
Officer, The United Sheffield Hospitals, Central Office, West- 
street, Sheffield, 1, from whom further particulars may be 
obtained. Hospital may be visited by arrangement. 


SCOTLAND. NORTH-EASTERN REGIONAL HOS- 
pire A BOARD. Applications are invited for the following appoint- 


ar’) CONSULTANT DERMATOLOGIST. The appointment 
is on a part-time basis and the Consultant appointed will be 
required to give 7 sessions per week. Duties are mainly in 
Aberdeen but involve visits to peripheral hospitals and clinics. 

(b) The full-time post of ASSISTANT PSYCHIATRIST 
(Consultant) at Kingseat Hospital, Newmachar, Aberdeenshire. 
Candidates should have wide experience in all branches of 
psychiatry and will be required to take part in the general 
psychiatric work of the Region. 

(c) The full-time post of ANZ STHETIST on the staffs of the 
Aberdeen General end the Aberdeen ¢ Species Hospitals. 
The appointment is in t ¢ grade of Senior Hospita] Medical Officer. 

The terms and conditions of service for hospital medical and 
dental staffs under the National Health Service (Scotland) Act 
will apply to the posts. 

Applications, together with the names and addresses of 2 
referees, re ha. be submitted by 18th September, 1954, to the 
Secretary, 1, Queen’s-gardens, Aberdeen, from whom *turther 
particulars may be obtained. 
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BOARD. 


WESTERN REGIONAL HOSPITAL 
~e Applications are invited for the following appoint- 
men 


Part-time CONSULTANT OPHTHALMOLGGIST for 2 
sessions weekly at Falkirk ond District Roya) Infirmary and 
associated clinics as may be arranged. 

Whole-time ASSISTANT BACTERIOLOGIST based at the 
Southern General Hospital, Glasgow. Salary (at age 32 and 
over) on the scale £1500-£50-£1950 

These appointments are subject to the National Health 
Service (Scotland) superannuation regulations. 

Applications (16 copies), stating date of birth, aualifcations, 
experience, present appointment, and the names of 3 re 
to reach the Secretary, Western Regional Hospital ares 
64, West Regent-street, ‘Glasgow, not later than 30 days after 
the publication of this advertisement. 


WELSH REGIONAL HOSPITAL BOARD. Whole-time 
ASSISTANT PSYCHIATRIST (Senior Hospital Medica] Officer 
scale) North Wales Hospital, for Nervous and Menta) Disorders, 
Denbigh. Hospital provides comprehensive Mental Health 
Service for North Wales. Outpatient clinics at major general 
hospitals and associated child guidance services. Every 
modern therapy and Departments of Psychology and Electro- 
encephalography. Modern open-door reception units with annual 
admission-rate of over 800. A very desirable and commodious 
flat available. 

Applications (12 copies), naming 3 referees, to Senior Adminis- 
trative Medical Officer, Temple of Peace, Cathays Park, Cardiff, 
within 21 days. 
MELBOURNE, AUSTRALIA. ST. VINCENT’S HOS- 
PITAL. =, Mppticetions are invited for the position of DIRECTOR 
OFA ESIA. St. Hospital is an Undergraduate 
and yo Teaching Hospite of the University of 
Melbourne. A salary £43000 will paid with a limited right 
of private practice. The appolatenens is permanent subject 
to a completion of an interval of 2 years probationary period. 
Details of wy meer gd may be obtained from the under- 
signed or the Dean of the Faculty of Anesthetists, London. 

close on 8th October, 1954 
R. GRACE, Secretary and Chiet ‘Executive Officer. 


SOUTH AFRICA. PROVINCIAL ADMINISTRATION 
OF THE CAPE OF GOOD HOPE, HOSPITALS DEPARTMENT. WESTERN 
PROVINCE BLOOD TRANSFUSION SERVICES : Vacancy 

® Applic ations are invited from registered medical practi- 
Genaes or appointment to the post of MEDICAL PRACTI- 
TIONER (grade F), with salar 
at the Western Province Blood 
South Africa. 

2. In addition to the salary indicated, a cost-of-living allow- 
ance at rates prescribed from time to time by the Administrator 
is ag oe he present rate is £352 p.a. for married and £110 
Pp. > or single persons. 

3. The leave and pension privileges attached to the post 
and other conditions of service are governed by the relevant 
Ordinances and Regulations. 

4. Candidates will be required to organise and control the 
technical and transfusion divisions of the Blood Transfusion 
Services in the Cape Province including the establishment and 
administration of a laboratory associated with the Blood 
Service 

While candidates need not be tered Pathologists, it 
is pen) that they should have h laboratory ex one 
and particulariy a special knowledge of the pathol ical and 
mhocenery aspects of blood transfusion. 

The successful applicant will be required to submit satis- 
pe. birth and health certificates and his appointment will 
be subject to the following conditions :— 

(a) peas will be on contract for 5 years in the case 

a citizen of a Commonwealth country of the Republic 
of Ireland and 6 years in the case of a citizen of European 
than the United Kingdom and the Republic 
of Irelan 
Transport expenses (third class by rail overseas and second 
or cabin class steamship fare and first class by rail in 
the Union) necessarily incurred by the successful applicant 
from place of residence to the place of assumption of duty 
in South Africa, will be defrayed by the Administration 
provided that, if the contract is broken within 1 year 
of the date of assumption of duty the person appointed 
must refund to the Administration the full amount paid 
in respect of transport expenses and if the contract is 
broken within 5 years of the date of assumption of duty 
in the case of a Commonwealth citizen and 6 years in the 
case of a citizen of another European country. the person 
appointed shall refund to the Administration the pro rata 
share of the full amount above referred to in respect 
of the unexpired period. 

he person so appointed will be offered permanent 
appointment during the terms of contract but not earlier 
than 3 years from the date of assumption of duty or 
with effect from the conclusion of the contract, provided 
he has passed an examination in Afrikaans as second 
language, which examination shall not be lower than the 
standard required for the Junior Certificate Examination 
of the Department of Education of this Province and 
provided further that his services and conduct during 
the period of contract are satisfactory and his state of 
health is such as will enable him to continue to discharge 
efficiently all the duties of the post in which he will be 
ed. 

7 Apptostion 3 must be made on the prescribed form, Staff 23, 
which is obtainable from the Staff Clerk, South Africa House, 
Trafa “square, London, W.C.2. 

8. The completed application forms must be addressed to the 
Director of Hospital Services, P.O. Box 2060, Cape Town, South 
Africa, and must reach him not later than 30th September, 1954. 

9. Candidates must state the earliest date on which they can 
assume duty. 
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at the rate of £1800 p.a. (fixed) 
ransfusion Services, Cape Town, 
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SEnva | COLONY. WAR MEMORIAL HOS- 
ospital] requires Ad services of “4 
fully "qualified RADIOLOGIST immedia engaged ©: 
1 of the 2 following alternative bases. The oepital is of modern 
construction, has 72 Beds, is fully equ ipped with first-class X-ray 
apparatus, a: and is served by 25 general practitioners, there being 
no other hospital facilities: within a radius of 100 miles. The 
climate of Nakuru is healthy, and there are ample facilities for 
education, sport, &c., being situated in the centre of the 
European settled area. 
The alternative methods of engagement are 
To enable a radiologist to a at the 
Hospital by making available the X-ray room and apparatus 
at an agreed rental. The Board of Management would consider 
the payment of a guaranteed income over a period of 3 years, 
on a reducing basis, during the establishment of the practice. 
2. On a basis of employment by the Hospital on contract in 
accordance with the normal conditions appertaining to the 
eppetetment of a fully guailited radiologist to a post of this type. 
ference will be given to applicants under the age of 35 
years who are desirous of establishing themselves in the Colony, 
where there is ample scope for a capable man to build up a 
sound reputation and full facilities will be granted to attain 


this end. 
further particulars application should be made to the 
War Memorial Hospital, P.O. Box 35, 
‘Kenya slong. 

SOUTH AFRICAN BLOOD TRANSFUSION SERVICE. 
Applicants for the post of SEROLOGIST advertised in THE 
LANCET of 3rd July, are hereby informed that Dr. M. Shapiro, 
Medical Director of the South African Blood Transfusion 
Service, will be in London on 2nd September. They should 
telephone MUSeum 1629 between 8.30 a.M. and 9 A.M. on 
ee wi for interview at Berner’s Hotel, Berners-street, 

ondon 1 


Hospital Services : Junior Appointments 


BATTERSEA GENERAL HOSPITAL, Battersea Park, 
S.W.11. CASUALTY OFFICER (resident optional). House 
Officer or Senior House Officer grade according to experience. 
Vacant end of September. 

Apply Hospital Secretary, losi copies of 2 testimonials. 
BETHNAL GREEN HOSPITAL, Cambridge reenakon 


E.2. (General—313 Beds.) HOUSE SURGEO 


ration). 

PYAppI cations, stating age, experience and qualifications, and 
copies of 2 recent testimonials, to the Hospital Secretary as soon 
as possible. 

BROMPTON HOSPITAL, S.W.3. 
for the following posts :— 

RESIDENT 8 RGICAL. OFFICER (peat graded as Senior 
House Officer or Registrar, according to qualifications and 
experience ), for which t there are 2 vacancies, for 6 months from 
lst November with eligibility for re-appointment. dates 

must have held a resident hos ATOR appointmen 

RESIDENT HOUSE PH 
3 vacancies, for 6 months from Ist 
work in ne Department and wi ary £475 or 
£525 a year according to experience. 

RESIDENT HOUSE PHYSICIAN at the Sanatorium at 
Frimley, for 6 months from ist November. Salary £475 or 
£525 a year according to experience. 

Applications, stating age, qualifications with dates, nation- 
ality and es ® held, together with copies of testi- 
monials, by 4th Septembe to— 

KENNETH A. F. MILes, House Governor. 


HOSPITAL, Park Royal, N.W.10. 
WEST LITAN REGIONAL HOSPITAL an. 
AN ESTHETIC MREGISTRAR required at above Hos 
Resident when on duty. Post recognised for F.F.A. 
Hospital may be visited” by direct appointment. 
Application forms obtainable from, and returnable to, Group 
Secretary, Central Middlesex Group Hospital Maragement 
Committee, Acton-lane, N.W.10, by 28th August, 1954 


ELIZABETH GARRETT ANDERSON HOS)ITAL, 
Euston-road, N.W.1. (ROYAL FREE HOSPITAL GROUP.) .\pplica- 
tions are invited from registered Women medical pract'tioners 
for the post of Full-time SURGICAL REGISTRAR (non- 
resident). Recognised for the F.R.C.S. examination. Apypoint- 
ment for 1 year in the first ain to commence Ist October, 
1954. Salary in accordance with Ministry of Health scale for 
Registrars. 

Applications, with names of 3 referees, should be sent to the 
poe retary, Elizabeth Garrett Anderson Hospital, by 25th August, 


. 


Applications invited 


ELIZABETH GARRETT ANDERSON HOSPITAL, 
Euston-road, N.W.1. (ROYAL FREE HOSPITAL GROUP.) Appli- 
cations are invited from pre-registration and registered Women 
medical practitioners for the post of HOUSE SURGEON to 
Gyneecological Department for M.R.C.O.G.). Duties 
to commence ist Gctober, 1954. intment for 6 months. 
oes in accordance with Ministry + Health scale for House 


Office: 
Applications, a es of 3 recent testimonials, should be 
sent to the ith coRisabeth Garrett Anderson Hospital, by 


25th August, 


> COLLEGE HOSPITAL, Denmark-hill, S.E.5. 
Applications are invited for the post of REGISTRAR to the 
Diagnostic X-ray Department from Ist October, 1954. Candi- 
dates with or without the Diploma of Radiology will be con- 
sidered, but a wide general experience is essenti 
Applications, stating qualifications — and experience, 
ther with the names of 2 referees, should be to 
the undersigned by 4th September, 1954. 
S. W. BARNES, House Governor. 
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@uyY’sS HOSPITAL, Applications are invited for 
the appointment of TRAR to the Department = 
Diagnostic Radiology iwnsie’ time, middle grade). Duties 
commence on Ist October, 1954. 

‘orms of a apoenen. obtainable from the Superintendent, 
ou ’s Hospi should be forwarded not later than 31st August, 
1954. 


Beds.) Applications from registe medical ners for 
the posts of HOUSE OFFICERS Pith, “additional 
duties in the Skin Department and 1 with additional duties 
in the E.N.T. Department), should be sent as soon as possible 
to the Group Secretary at the above address. 


NORTH MIDDLESEX HOSPITAL, Edmonton, N.18. 
HOUSE SURGEON (pre- wogietration—inst or second post), 
resident, required for Ist tober for 6 months. General 
(including nito-urinary) surgery. Post recognised for F.R.C.S. 

Applications, stating age, nationality, qualifications, experi- 
ence, with copies of recent testimonials, to Secretary of Hospital, 
by 30th August. : 
NORTH MIDDLESEX HOSPITAL, ' Edmonton, N.18. 
HOUSE PHYSICIAN (post-registration), resident, required 
for Ist October for 6 months. General medicine. 

Applications, stating age, nationality, qualifications, experi- 
ence. ite — of recent testimonials, to Secretary of Hospital, 

y 3 ugus 


HAMMERSMITH HOSPITAL AND POSTGRADUATE 
MEDICAL SCHOOL, Ducane-road, London, W.12. Whole-time 
NON-RESIDENT REGISTRAR (general medicine) required 
ist October. 
Applications, stating age, qualifications, experience, names of 
2 referees, to Secretary, Board of Governors, by 31st August. _ 
HOSPITALS FOR DISEASES OF THE CHEST. The 
Board of Governors invites applications from General Dental 
Practitioners for attendances, as follows :— 
— Hospital Sanatorium, Frimley, Surrey—1 half-day 
weekly. 
London Chest Hospital, Victoria Park, E.2—1 half-day 


weekly. 
London Chest Hospital, Arlesey, near Letchworth—1 half-day 
fortnightly. 
These a intments may be held jointly by 1 or se tely 
Salary will be on the basis of £150 p.a. per. weekly half-day. 
Applications, giving full particulars, including qualifications 
and experience, with the names of 3 referees, to be sent. to— 
ENNETH A. F. MILES, Secretary to the Board. 
Brompton Hospital, 8.W.3. 
LAMBETH HOSPITAL, Brook-drive, S.E.11. Lambeth 
GROUP HOSPITAL MANAGEMENT COMMITTEE. invited 
from pre-registration and registered medical practitioners for 
t of HOUSE SURGEON (resident) vacant on llth Sep- 
mber, 1954, at above Hospital. Recognised for F.R.C.S. 
Application forms from the Physician-Superintendent. 


MIDDLESEX HOSPITAL, W.1. Applications invited for 
the post of SENIOR REGISTRAR to Department of Physical 
Medicine, vacant Ist November. 

Application forms, obtainable from Deputy Superintendent, 
should be submitted, naming 2 referees, by 30th September. 


MILE END GROUP LABORATORY, Bancroft-road, E.1. 
Temporary REGISTRAR required to commence duties "early 
September. Chief duties will be in the Heematology and Morbid 
Anatomy Departments. 

‘Applications to the Secretary, Stepney Group Hospital 
Management Committee, Raine-street, London, E.1. 
MOORFIELDS, WESTMINSTER AND CENTRAL EYE 
HOSPITAL (MOORFIELDS BRANCH). City-road, London, E.C.1 
Applications are invited for the post of SIXTH HOUSE 
SURGEON (Registrar), non-resident. The appointment is for 
a period of 4 months from Ist November. 1954, and the holder 
of the post at the completion of that time will be eligible for 
appointment as Fifth, Fourth, Third, Second and subsequently 
as Senior Resident Officer for similar periods. 

Applications should be submitted on the official form, obtain- 
able from the undersigned, stating age and qualifications 
together with testimonials and photograph, and be received not 
later than 20th pepemacage 1954. 

. J. M. TARRANT, House Governor. 
NORTH EAST —METROSOLITAN i REGIONAL HOS- 
PITAL BOARD 

(1) ORTHOPEDIC REGISTRAR (resident or non-resident), 
St. Andrew’s Hospital, Bow, E.3. 

(2) ap ety REGISTRAR (non-resident near Hospital), 

Whipps Cross Hospital, E.11. 
(3) PMEDICAL PREGISTRAR (resident), St. and 
Chelmsford and Essex Hospitals. Post recognised for D.C.H. 
Some duties in Group Peediatric, Premature Baby and Neo-natal 
Departments. 

(4) SURGICAL REGISTRAR (resident or 
St. Andrew’s Hospital, Bow, E.3. Post recognised for F.R.C.S 

(5) SURGICAL REGISTRAR (resident or non -resident ), 
Chelmsford and Essex Hospital. Furnished flat available 
oat the hospital premises. 


(6) REGISTRAR in Diseases of the Chest (resident), High 
hedge ——— for Children, Brentwood. Experience in tubercu- 
losis diseases in childhood essential. 


(7). REG! ‘STRAR in Diseases of the Chest (resident), Broom- 
field Hospital, near Chelmsford. Successful candidate will assist 
in theatre, and relief duties will involve care of pre- and post- 
operative tuberculous and non-tuberculous thoracic surgery 
cases. 


Appointments subject to review after 1 y 

Separate applications in duplicate, with, oC copies of 2 recent 
testimonials, Secretary, 114, Portland-place, W.1, by 4th 
September, 1954. 


NORTH MIDDLESEX HOSPITAL, Edmonton, N.18. 
RESIDENT ANASSTHETIST (Senior House Officer) 
for Ist October. Appointment for 1 year. Hospital is 
for traini for BPR and F.F.A.R.C.S. and offers a wide 
experience (over 10, operations a year). 
Applications, stating age, nationality, qualifications, experi- 
ence, with copies of recent testimon’ ils and/or names of 2 
referees, to Secretary of Hospital, by 30th August. 


NORTH MIDDLESEX HOSPITAL, Edmonton, N.18. 
HOUSE SURGEON (post-registration), resident, required for 
1st October for 6 months. “emaenes (with some thoracic ) surgery. 
Post recognised for F.R. pon 

Applications, s age, nationality, experi- 
ence, with copies of recent testimonials, to tary of Hospital, 
by 30th August. 


ee. MARY’S HOSPITAL.) Applications are invited for the post of 
OFFICER. ‘ost - tration appointment, House 
fficer grade, tenable for 6 months, as from Ist October, 1954. 
per rand stating age, nationality, qualifications with 
dates, and experience, with copies of 3 recent eeimenials, should 
reach the Secretary not later than 28th August, 1954 


PLAISTOW MATERNITY HOSPITAL. Howarde-road, 
Plaistow, London, E.13. Applications | are invited for the post of 
RESIDENT OBSTETRIC. OFFIC (House Officer—second 
or third post), for 6 months seumanelae Ist October, 1954. 
The post, is recognised for the training of candidates tor the 
Apply on 28th Au 1954, to the Group Secretary, 
Ham Group Hospi Management Committee, Siratford, 
London, E.15, a copies of recent testimonials, 
PUTNEY HOSPITAL, Lower Comm Ay 
CASUALTY OFFICER AND FRACTURE “HOUSE SUR. 
GEON (nen wosttent}, House Officer grade, vacant 15th 
CA SUALTY. ‘OFFICER AND E.N.T. HOUSE SURGEON 
(non-resident), House Officer grade, vacant 29th September, 


Apply Hospital copies of 3 recent testi- 
monials, by 27th August, 1 
QUEEN. ELIZABETH “FOR CHILDREN 
MANAGEMENT COMMITTEE, Hackney-road, E.2, Shadwell, E.1, 
and BANSTEAD WOOD, SURREY. RESIDENT MEDICAL 
OFFICER (Male or Female), graded Senior House Officer, at 
Banstead Wood. Applications are invited for the above appoint- 
ment, to become vacant Ist November, 1954. Candidates must 
have had experience in the treatment of sick children, The 
appointment will be for 1 year. 

Application forms may be obtained from the Secretary at 
Hackney-road and should be returned, with copies of not more 
than 3 testimonials, not later than 2nd September, 1954. 
ROYAL CANCER HOSPITAL, Fulham-road, London, 
W.3. Applications are invited for ky post of REGISTRAR 

E.N.T. Department). The post, which is for 4 sessions a week, 
ae be filled either in the grade of Registrar or alternatively in 
the grade of Senior Registrar by a candidate wishing to take a 
period of advanced training for not more than 2 years, or - 
candidate holding a Consultant, or Senior Hospital Medical 
Officer, or Senior Registrar post elsewhere. For appointment as 
Senior ——— candidates holding the Diploma of F.R.C.S 
bee be preferred 

——— statin whether a Senior Registrar or Registrar 

post desired, together with copies of 3 recent testimonials, 
should be cenantiben. a 4th September on a form which may be 
obtained from the House Governor. 

ROYAL FREE HOSPITAL. Applications are invited 
for the post of SENIOR RESIDENT MEDICAL OFFICER 
at the a Free Hospital, Gray’s Inn-road, London, W.C.1. 
Terms and conditions of service in accordance with the Junior 
Hospital Medical Officer scale. Duties, which are for 1 year in 
the first ins ‘ commence on Ist October, 1954. 

Application forms may be obtained from the Secretary to the 
Boos of Governors, Royal Free Hospital, Gray’s Inn-road, 

W.C.1, to whom they should be returned not later than 30th 
August, 1954. 


ROYAL FREE HOSPITAL. “Applications: are invited from 
registered Men and Women practitioners for the post of Locum 
RESIDENT ASSISTANT PATHOLOGIST at the above 
Hospital for a period of 4 weeks. Duties to commence 12th 
September, 1954. 

Application forms may be obtained from the Secre “ron 
the Board of Governors, the Royal Free Hospital, Gray’s 

road, W.C.1, to whom they should be returned not later then 
4th September, 1954. 


ROYAL MASONIC. HOSPITAL, ‘Ravenscourt Park , Ws. 
The post of RESIDENT MEDICAL REGISTRAR will become 
vacant on Ist October, 1954. Gross salary £850 (residential 
emoluments of £130 deductible ). 

Applications should state age, qualifications, past and present 
appointments, include 2 recent testimonials, and the names of 
2 referees, and should reach the Hospital not later than first 
post on 6th September addressed to the Secretary and House 
to from whom further information would! be given on 
requer 


SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Appiicetions are invited for a whole-time appoint- 
ment as RESIDENT MEDICAL OFFICER to fill a vacancy in 
the approved establishment at the Greenwich and Deptford 
Group of hospitals. The salary will be £965 p.a. and the appoint- 
ment will be in accordance with the terms and conditions of 
service of hospital medical and dental staffs (England and 
Wales), and will be for 1 year in the first instance, renewable for 
a further 

. Applications, giving of age, and 
experience with relevant dates, by oy h the names and 
ad of 2 referees, to be the y, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
11, Portland-place, W.1, not Sie than 4th September, 1954. 
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SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment as 
Whole-time REGISTRAR in General Medicine to fill a vacancy 
in the approved trainee establishment at the Camberwell Group 
of hospitals. The appointment will be in accordance with the 
terms and conditions of service of hospital medical and dental 
staffs (England and Wales), and will be for 1 year in the first 
instance. 

Applications, giving particulars of age, qualifications and 
experience with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
11, Portland-place, W.1, not later than 4th September, 1954. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment as 
Whole-time REGISTRAR in Orthopeedic Surgery to fill a vacancy 
in the approved trainee establishment at the Camberwell Group 
of hospitals. The appointment will be in accordance with the 
terms and conditions of service of hospital medical and dental 
—_ (England and Wales), and will be for 1 year in the first 
nstance. 

Applications, giving particulars of age, qualifications and 
experience with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
11, Portland- -place, W.1, not later than 4th September, 1954. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment as 
a Whole-time REGISTRAR in Obstetrics and Gynecology to 
fill a vacancy in the approved trainee establishment at the 
Camberwell Group of hospitals. The appointment will be in 
accordance with the terms and conditions of service of hospital 
medical and dental staffs (England and Wales), and will be for 
1 year in the first instance. 

Applications, giving particulars of age, qualifications and 
experience with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Ng oo South East Metropolitan Regional Hospital Board, 

, Portland- -place, W.1, not later than 4th September. 1954. 
BARTHOLOMEW’S HOSPITAL, pplica- 
tions are invited for the post of SENIOR HOU SE OFFIC ER 
in the Department of Radiotherapy. The appointment will be 
for 1 year. Starting date Ist October next or by arrangement. 

Applications, together with copies of 3 testimonials, should 
be submitted to reach the undersigned not later than Monday, 
30th August, 1954. 

C, C, CARUS-WILSON, Clerk to the Governors. 
ST. THE-EAST HOSPITAL, Raine-street 
WwW apping, E.1. Applications are invited for the post of 
CASUALTY OFFICER (Senior House Officer), resident or 
non-resident (9 A.M.—5 P.M., Monday to Friday ; 9 A.M.-1 P.M 
Saturday). Tenable for 1 year. Salary, &c., in accordance with 
national scale. 

mor y ere forms obtainable from, and returnable to, the 
Medical Superintendent. . 
ST. JAMES’ HOSPITAL, Sarsfeld-road, S.W.12. Locum 
SENIOR HOUSE OFFICER required for month of September 
in Orthopedic and Trauma Department. 

Applications, stating age, es. experience, and 

names of 2 referees, to Group Secretary, Wandsworth Hospital 
Group, at above address by 27th August. — 
ST. JAMES’ HOSPITAL, Balham, 8.W.12. Applications 
invited for the post of SENIOR REGISTRAR in Diagnostic 
Radiology at above Hospital for 1 year. Candidates should 
possess a Diploma in Radiology. 

Applications to the Group Secretary, Wandsworth Hospital 
Group, at St. James’ Hospital, immediately. 

ST. JAMES’ HOSPITAL, Sarsfeld-road, Baiham, S.W.12. 

SENIOR HOUSE OFFICER required in Anesthetics Depart- 

—— Rood vacant Ist October. Hospital recognised for the 
A. 


Applications, stating age, qualifications, experience, and names 
of 2 referees, to Group Secretary, Wandsworth Hospital Group, 
at above address by Ist September. 
ST. JOHN'S HOSPITAL FOR DISEASES OF THE SKIN, 
Lisle-street, Leicester-square, London, W.C.2. Applications are 
invited for the appointment of Whole-time REGISTRAR, 
vacant Ist November. Possession of a higher qualification 
desirable. 

Applications, stating age, qualifications, and experience, with 
names of 3 referees, to the Secretary _by 11th September. — 

ST. LEONARD'S HOSPITAL, Nuttall-street, London, 
N.1. Applications are invited from registered or provisionally 
régistered medical practitioners for the post of HOUSE SUR- 
GEON. Post vacant 10th September, 1954. 

Applications, with copies of 2 testimonials, to Hospital 
Secretary by 28th 195%. 
ST. MARY’S HOSPITAL, W.2. Applications are invited 
for the post of CLINICAL ASSIST ANT (part-time) to the E.N.T. 
Department. The appointment will be for a first period of 12 
months, and the successful candidate will be required to com- 
mence duties as soon as possible. The appointment is for 2 
notional half-days per week (Monday and Thursday mornings) 
and the post is graded Registrar. 

Applications, stating nationality, date of birth, qualifications, 
with dates and details of previous and present appointments, 
together with the names and addresses of 3 referees, should 
reach ALAN PowpiTcH, House Governor, not later than 6th 
WHIPPS CROSS HOSPITAL, London, E.11. 
(NO. 10) HOSPITAL GROUP. Ape peouacne are invited for the t 
of ORTHOPASDIC HOUSE SURGEON at above Hospital. 
This post, which is recognised for the r R.C.S. examination, is at 
present vacant. 

Application forms from the Hespital Secretary to be returned 
as soon as possible. 
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Leytonstone 


ST. PETER’S, ST. PAUL’S AND ST. PHILIP’S HOS- 
PITALS AND THE INSTITUTE OF UROLOGY. A vacancy will occur 
on Ist November, 1954, for the combined post of RESIDENT 
SURGICAL OFFICER at St. Philip’s Hospital and FOLLOW- 
UP OFFICER to the Institute (grading, Registrar first year). 
Appointment for 6 months with opportunity for extension. 
Apply in writing (6 copies), and names of 2 referees, to the 
House Governor, St. Peter’s Hospital, Henrietta-street, W.C.2. 
Closing date 18th September, 1954. 
UNIVERSITY COLLEGE HOSPITAL, Gower-street, 
W.C.1. Applications are invited from candidates holding a 
higher medical or surgical qualification for the post of D.M.R. 
TRAINEE in the X-Ray Diagnostic Department from Ist 
October, 1954 (Senior House Officer or Registrar grade according 


to previous experience ). 
Applications, with names of 2 referees, to Administrator and 
Secretary by 11th September, 1954. 
WHITTINGTON HOSPITAL, London, 
are invited for the following appointments : 
*HOUSE PHYSICL! oo (general medicine) 5 posts. Recog- 


N.19. Applications 


nised for M.D. (Lond 
HOUSE SURGEON (obstetrics). Post recognised for 
M.R.C.O.G. in Obstetrics. 


HOUSE PHYSICIAN (neurosurgery 
HOUSE PHYSIC 
M.D. (Lond.) and D 

All posts vacant Ist ase ll 1954. 

*Pre-registration candidates who have already held a first 
appointment are invited to apply for these p 

Applications, stating age, qualifications, nl experience, with 
copies of 2 recent testimonials and the name of 1 referee, to 
the Medical Superintendent, Whittington Hospital, Highgate 
Hill, N.19, by 30th August, 1954. 
WOOLWICH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. SENIOR HOUSE OFFICER (anesthetics). 2 
posts vacant 25th September and mid-October at Memorial 
Hospital, Woolwich, and at St. Nicholas Hospital, Plumstead. 
Recognised for F.F.A.R.C.S. and D.A. 6 months appointment 
ae then be renewed. Salary £745 p.a., less £150 p.a. for 
residence. 
Fr Apply to Group Secretary, Memorial Hospital, Woolwich, 
ALTON, HAMPSHIRE. HENRY GAUVAIN HOSPITAL. 
LORD MAYOR TRELOAR GROUP HOSPITAL MANAGEMENT COMMITTEE, 
LOCUM for Senior House Officer required at the above Hospital 
from 23rd August (or as soon as possible thereafter) to 18th 
October. 120 Beds for non-pulmonary tuberculosis, orthopedic 
and general surgery. Salary at the rate of £13 per week, less 
a deduction for residence. 

Apply as soon as possible, with names of 2 referees, to the 


Post recognised for 


Secretary, Lord Mayor Treloar Group Hospital Management 
Committee, Treloar Hospital, Alton, Hants, 
ASHFORD HOSPITAL, Ashtora, miadiesex. Dtaines 


GROUP HOSPITAL MANAGEMENT COMMITTEE. RESIDENT HOUSE 
PHYSICIAN (Male) required at above Hospital for general 
medical duties. 6 months appointment vacant on Ist October, 
1954. Preference given to pre-registration candidates. 

Applications, stating age, qualifications and experience, 
with copies of up to 3 recent testimonials, to Medical Director 
of Hospital. 

ASHFORD HOSPITAL, Ashtord, Middiesex. staines 
GROUP HOSPITAL MANAGEMENT COMMITTEE. Required, RESI- 
ee HOUSE OFFICER (Male) for Special Departments 

-, pediatric, ophthalmology, &c.). 6 months appointment, 
mar ‘on 27th August, 1954. 

Applications, stating age, qualifications, and experience, with 

copies of up 3 recent testimonials, to Medical Director of 
Hospital. 
ASHTON, HYDE AND GLOSSOP HOSPITAL MANAGE- 
MENT COMMITTEE. JUNIOR HOSPITAL MEDICAL OFFICER 
required for Casualty Department, Ashton-under-Lyne General 
Hospital]. Appointment limited to 4 years. Salary up to £1075 
p.a., according to experience and qualifications. 

Apply, giving age, experience, qualifications and 2 r ferences, 
to Group Secretary, Astley-road, Stalybridge, Cheshire. 
ASHTON, HYDE AND GLOSSOP HOSPITAL MAN- 
AGEMENT COMMITTEE. HOUSE OFFICER and SENIOR 
HOUSE OFFICER (peediatrics) required at Ashton-under-Lyne 
General Hospital. Recognised for D.C.H. 

Applications, stating age, nationality, qualifications, and 
experience together with copies of 3 testimonials, should be 
forwarded to the Group Astley-road, Stelybridge, 
Cheshire, as soon as possible 


AYLESBURY, BUCKINGHAMSHIRE. ROYAL BUCK- 
INGHAMSHIRE AND ASSOCIATED HOSPITALS MANAGEMENT COM- 
MITTEE. Applications are invited for the post of SENIOR 
HOUSE OFFICER (anesthetics) to the Department of Anes- 
thetics for the A Var gp Group of hospita Recognised for 
D.A. and F.F.A.R.C.S. Salary £745 p.a., with an appropriate 
deduction (maximum £150 p.a.) if resident. 

Applications, giving full details of experience and 2 names for 
reference, to the Secretary to the Management Committee, 9, 
Bicester-road, Aylesbury. 

Stoke Mandeville Hospital, Aylesbury, Buck 

SENIOR HOUSE OFFICER in the Rheumatism Renerst 
Centre, with additional duties in general medicine. New 
appoint ment. 

ae, with names of 2 referees, to the Administrative 

cer, 
BIRMINGHAM REGIONAL HOSPITAL BOARD. Dudile 
ROAD HOSPITAL, BIRMINGHAM, 18. Whole-time REGISTRA 
in General Medicine, principally to assist in the po gg of 
clinical research into the etiology of chronic bronchitis. ri- 
ence specialty required but research pe not sae 

Ap cg forms from Secretary, 10, Augustus- -road, 

irm 15, to be returned before 6th September, 1954. 
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BIRMINGHAM REGIONAL HOSPITAL BOARD. United 
BIRMINGHAM HOSPITALS. Joint appointment, Whole-time 
SENIOR REGISTRAR in Ophthalmology ; duties at Birm- 
ingham and Midland Eye Hospital (7/11ths) and United Birm-, 
ingham Hospitals (4/liths). Experience specialty essential.’ 
Higher qualification an advantage. 

Application forms from Secretary, Augustus-road, 
Birmingham, 15, to be returned before ‘6th ore 1954. 


BIRMINGHAM REGIONAL HOSPITAL BOARD. 
(1) Dudley, Stourbridge and District Hospital Group, 
The Guest Hospital, Dudley 

Whole-time REGISTRAR in Generel Surgery at) Wordsley 
Hospital, near Stourbridge (478 Beds). Experience specialty 
desirable. Resident. Married accommodation available. 

sa Stoke-on-Trent Hospital Management Committee, 
rinces-road, Hartshill, Stoke-on-Trent 

Whoietime REGISTRAR in Orthopedics at North Staffs 
Royal Infirmary (475 Beds). Some duties at Hartshill Ortho- 
peedic Hospital (77 Beds). Non-resident. Experience in specialty 
essential. Higher qualification an advantage. 

(3) south Warwickshire Hospital Group, 87, Radford- 
road, 

Whole-time REGISTRAR in General Surgery. Duties mainly 
at Warwick Hospital (350 Beds). Experience general surgery 
desirable. 

Applicat on forms from Group Secretaries, to be returned 
before 6th Septermber, 1954. Candidates may visit SS 
THE UNITED BIRMINGHAM HOS- 

PITALS. Applications are invited for the appointment of SENIOR 
REGISTRAR (E.N.T. Department), non-resident, for duties 
within the United Hospitals. Higher qualification in the 
specialty necessary. The appointment will be for 1 year in the 
first instance and subject to annual review. The successful 
candidate may subsequently be required to spend not more than 
2 years in a selected hospital of the Birmingham Regional 
Hospital Board in accordance with an arrangement for the inter- 
change of Registrars agreed between the 2 Boards. 

Forms of poset may be obtained from the Secretary, 
United Birmingham Hospitals, Queen Elizabeth Hospital, 
Birmingham, 15, and should be returned not later than 4th 
September, 1954. 

BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 

PITALS. Appueetions are invited for the appointment of 

SENIOR USE OFFICER (E.N.T. Department), non- 
resident, for duties within the United Hospitals. The post is 

=, for 1 year. Some previous experience in the specialty 
esirable. 

Forms may be obtained from the Secretary, 
United irmingham a itals, Queen Elizabeth Hospital, 
15, and shoul 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. Applications are invited for the post of SENIOR HOUSE 
OFFICER in peediatrics (non-resident), vacant immediately, 
for duties at the Birmingham Maternity Hospital, Loveday- 
street, and the Maternity Department of the Queen Elizabeth 
Hospital. Previous experience, resident, in a Children’s Hospital 
is essential, and candidates should hold the D.C.H. 

Applications, stating age, nationality, qualifications, and 
revious appointments, should be forwarded to the House 

overnor, Birmingham and Midland Hospitals for Women, 
— Green-lane, Birmingham, 11, not later than 31st August, 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. THE BIRMINGHAM MATERNITY HOSPITAL. Applications 
are invited from registered medical practitioners for the post of 
RESIDENT OBSTETRIC HOUSE SURGEON vacant Ist 
ley ret 1954. The appointment is recognised for the 


be returned as soon as possible. 


Application forms obtainable from the House Governor, The 
Birmingham and idland Hospitals for Women, Showell 
Green-lane, Sparkhill, en. 11, to be returned not later 
than 4th September, 1954. PHALP, 
BIRMINGHAM. THE UNITED BIRMINGHA HOS- 
PITALS. QUEEN ELIZABETH HOSPITAL. RESIDENT SURGICAL" 
REGISTRAR (Registrar grade). Tenable for 1 year in the first 
instance. Candidates must have held a resident appointment. 
Preference to those holding a higher qualification. 

Forms of application rom the undersigned to be returned by 
28th August, 1954. G. A. PHALP, Esq., B.cOM., Secretary, 

United Birmingham Hospitals. 

Queen Elizabeth Edgbaston, Birmingham, 15. 
BIRMINGHAM ACCIDENT HOSPITAL, Bath-row, 
BIRMINGHAM, 15. (215 Beds, ) RESIDENT HOUSE SURGEONS 
(Male or Female). These posts are vacant immediately and are 
recognised by the Royal ee of Surgeons for the casualty 
surgery training, now compulsory for the Fellowship examina- 
tions. Appointments will for a period of 6 months in the 
General Accident Service and may (at the applicant’s request) 
include a period in the 32-Bedded Burns Unit. 

Applications to Administrator. 

BIRMINGHAM AND MIDLAND EYE HOSPITAL, 
Church-street, BIRMINGHAM, 3. HOUSE SURGEON required 
on Ist September. Appointment for 6 months, but renewable. 
Hospital carries resident staff of 5 and provides a 2-year course 
of instruction recognised for the D.O. (England) and F.R.C.S. 
(England) in oi caer Wide experience available in all 
branches, including sw 

Detailed Secretary, Dudley Road Hospital, 
Birmingham, 18. 

BIRMINGHAM Bi OAK) GROUP 25 HOSPITAL 
MANAGEMENT COMMITT Vacancy occurs for a SENIOR 
HOUSE OFFICER in Pathology in the main laboratory of this 
Group situated at Selly Oak Hospital. The post is a residential 
one and experience in hematology is an a but not 
essential. Sal in accordance with regulations 

‘ Pathologist, Selly Oak Hospital, Birm- 
ngham. 


BIRMINGHAM, 29. SELLY OAK HOSPITAL. (1059 
Beds.) Applications are invited for the post of CASUALTY 
OFFICER (Senior House Officer), resident or non-resident. 
Recognised for F.R.C.S 
__ Applications to Medical Superintendent. 
BIRMINGHAM. SOLIHULL HOSPITAL, Lode-lane. 
(210 Beds.) CASUALTY OFFICER (Junior Hospital Medical 
Officer grade). General Hospital with 5 Resident Medical staff. 
Applications to the Medical Superintendent. 


BIRMINGHAM. SUMMERFIELD HOSPITAL, Western- 
road, BIRMINGHAM, 18. JUNIOR HOSPITAL MEDICAL 
OFFICER required. 1000 Beds for care of chronic sick and 
an active Geriatric Unit. Salary £775-£1075 
Applications, with copies of 3 recent testimonials, to Group 
Secretary, Dudley Road Hospital, Birmingham, 
BIRMINGHAM. MARSTON GREEN MATERRITY 
HOSPITAL, Berwicks-lane, MARSTON GREEN, near BIRMINGHAM. 
HOUSE SURGEON (obstetrics) required. Post vacant Ist 
November, 1954. 121 obstetric and 10 gynecological beds. 
Post recognised for Diploem and Obstetric part of Membership 
of ay 5 College of Obstetrics and Gynecology. Premature 
Baby Unit. Hospital affiliated to Birmingham Medical School 
for training of students. 
Detailed applications, with copies of 3 recent testimonials, 
to the Hospital Secretary. 
BARROW-IN-FURNESS. NORTH LONSDALE HOS- 
PITAL. BARROW AND FURNESS HOSPITAL MANAGEMENT COM- 
MITTEE. Applic ations are invited for a post of CASUALTY 
OFFICER tthopeedic Assistant) of Junior Hospital Medical 
Officer status, at the above Hasphal. Resident or non-resident. 
Applicants must have been qualified 2 years. Post tenable for 
4 years, but may be renewed at end of period. Recognised for 
F.R.C.S. examination. Previous surgical and/or orthopedic 
experience desirable. 
Applications to the Group Secretary, 52, Paradise-street, 
Barrow-in-Furness. 
BIDEFORD AND. DISTRICT HOSPITAL, North Devon. 
(51 Beds.) HOUSE OFFICER post vacant 3rd October, 1954. 
Flat available for married officer. 
Applications to Group Secretary, 19, Alexandra-road, 
Barnstaple. 
BISHOP’S STORTFORD AND DISTRICT HOSPITAL, 
Rye-street, BISHOP’S STORTFORD, HERTS. (67 Beds—medical, 
surgical and maternity. Midway between London and Cam- 
bridge. Main line railway from Liverpool Street.) Applications 
are invited from registered medical practitioners for a RESI- 
DENT HOUSE OFFICER (not pre-registration), Appoint- 
ment to commence 15th September, 1954 
Applications, stating age, nationality, qualifications and 
experience, with conten, of recent testimonials or the names of 
referees, should be sent to the Hospital Secretary, Haymeads 
Hospital, Bishop’s Stortford, Herts. 
BLACKBURN AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. The following posts will be available on the 
dates shown : 
HOUSE SURGEONS (2) Blackburn Royal Infirmary (262 
beds), early October. 
HOUSE SURGEON qd) Queen’s Park Hospital, Blackburn 
(644 general beds), late October. 
The House Surgeon posts are recognised for F.R.C.S. and 
approved for pre-registration purposes. 
Apply to Secretary, Hospital Management Committee Cffice, 
Roya infirmary, Blackburn. 
BLACKBURN AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. SENIOR HOUSE OFFICER (pediatrics) 
sequen early October. Post recognised for D.C.H. and duties 
1 down by Consultant Peediatrician at Queen’s Park 
Hospital and Royal Infirmary, Blackburn, Victoria Hospital, 
rington (quneral hospitals), and Park Lee Hospital, Blackburn 
D. hospital). 
Apply to Segretary, Hospital Management Committee Office, 
Royal Infirmary, Blackburn. 
BLACKBURN AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. REGISTRAR (medicine) required on 20th 
September, 1954, with duties at Royal Infirmary, Blackburn 
(262 acute beds), as arranged by Consultant Physicians. 
Apply to Secretary, Hospital Management Committee Office, 
Royal Infirmary, Blackburn. 
BLACKBURN. UEEN’S PARK HOSPITAL. (644 
general beds.) SENIOR HOUSE OFFICER (obstetrics and 
gynecology) required early October. 83 a ds allocated to this 
sbectalty and post recognised for M.R.C.0.G 
Apply to Secretary, Hospital Management ‘Committee Office, 
Royal Infirmary, Blackburn. 
BOURNEMOUTH AND EAST DORSET HOSPITAL 
MANAGEMENT COMMITTEE. ROYAL VICTORIA HOSPITAL, WEST- 
BOURNE, HANTS. Applications are invited for the appointment 
of HOUSE SURGEON for E.N.T. and ophthalmic duties. In 
addition to duties at the above Boogttel the successful candidate 
will be required to assist in the E.N.T. outpatient clinics at the 
Royal Victoria Hospital, Bournemouth, and Poole General 
Hospital. The ge pg is recognised for the D.O. and 
D.L.O. Diplomas but not for pre-registration purposes. 
Applications to the Deputy Hospital Secretary, Royal Victoria 
Hospital, Shelley-road, Bournemouth. 


BRADFORD. ST. LUKE’S HOSPITAL. 

SENIOR HOUSE OFFICER (anmsthetics), vacant Ist 
Sapteeyner Salary £745 p.a., less £150 p.a. residential emolu- 
ments. 

HOUSE OFFICER vacant now. Salary 
£425-£525 p.a., less £125 p.a. residential emoluments. 

Opportunities for plastic and intra-thoracic ae in 
both posts which are recognised for D.A. and F.F.A.R.C.S, 

Applications, stating age, nationality, qualifications and 
experience, with copy testimonials, to Secretary, Bradford 
Royal Infirmary. 
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BRADFORD. ST. LUKE’S HOSPITAL. 
(general and plastic), vacant mid-September. or 
F.R.C.S. and pre-registration purposes. Salary £425-£525 p.a., 
less £125 p.a., residential emoluments. 

Applications, stating age, nationality qualifications and 
quperionce with copy testimonials, to Secretary, Bradford Royal 

rmary 

BRADFORD CHILDREN’S HOSPITAL. Senior House 
OFFICER ale or Female), vacant 22nd Geptember. Recog- 
p.a. residential 


House 


nised for D.C.H. Salary £745 p.a., less £15 
emoluments. 

Applications, stating age, nationality, geiunliicntions and 
experience, with copy testimonials, to retary, Bradford 


SRASFORD ROYAL INFIRMARY. House Surgeon 
(general), vacant now. Recognised for F.R.C.S. and pre- 
registration purposes. Salary $425-£525 p.a., less £125 p.a. 
residential emoluments. 

Applications, stating age, nationality, qualifications and 
experience with copy "testimonials, Secretary. 


BRADFORD ROYAL INFIRMARY: 
HOUSE OFFICER (anesthetics), vacant n Recognised 
for D.A. and F.F.A.R.C.S. Opportunities for ‘plastic and intra- 
thoracic experience. 
HOUSE SURGEON (general and urology), yocant 22nd Sep- 
tember. Recognised for F.R.C.S. and pre-registration purposes. 
Salary for either of above 2 posts £425-£525 p.a., “— £125 p.a. 
residential emoluments. 
Applications, stating age, experience. pationsiity and qualifi- 
cations with copy testimonial. to Secretary. 
ESSEX. BLACK NOTLEY HOSPITAL. 
44 ry ) Applications invited for post of HOUSE PHYSI- 
GYAN in the medical and peediatric wards of above Hospi 
First, —— third, or pre- registzation post, tenable for 6 months. 


Salary as scale, plus £50 p 
Applications, with © oples ¢ of 3 testimonials, should be forwarded 
the Group Secretary, Colchester Hospital Management 
Committee, 14, Pope’s-lane, Colchester, Essex. op 
BROMSGROVE, WORCESTERSHIRE. BARNSLEY 
HALL HOSPITAL FOR MENTAL AND NERVOUS DISEASES. (750 
Beds.) MID-WORCESTERSHIRE HOSPITAL MANAGEMENT 
Applications are invited from Male or Female office 

»pointment of JUNIOR HOSPITAL MEDICAL OFFIC En 
at the above Hospital. Living quarters and residential services 
are available for single officers. Remuneration will be in acco 
ance with the terms and conditions of service issued by the 
Ministry of Health. Extensive psychiatric outpatient services. 

Applications, stating age, qualifications and experience, 

wether with the names and addresses of 3 referees, should 

forwarded immediately to the Medical Superintendent, Barnsley 
Hall Hospital, Bromsgrove, Worcs. 
BROMSGROVE, WORCESTERSHIRE. BARNSLEY 
HALL HOSPITAL FOR MENTAL AND NERVOUS DISEASES. (750 
Beds. ) MID-WORCESTERSHIRE HOSPITAL MANAGEMENT COM- 
MITTEE. SENIOR HOUSE OFFICER. Post now vacant. 
Salary £745 p.a. 

Applications, with the names of 3 referees, to the Medical 
Superintendent, Barnsley Hall Hospital, Bromsgrove, Worcs. _ 
BRIGHTON AND LEWES HOSPITAL MANAGEMENT 
COMMITTEE GROUP HOSPITALS. (78 Beds.) SENIOR HOUSE 
OFFICER (£670 p.a.) for duties in the E.N.T. Department of 
the above Group, vacant mid-September. Recognised for 
F.R.C.S., and D.L,.O. 

Applications, with details of experience, &c., together with 
the names of 2 referees, to be sent to the Administrative Officer, 
Royal Sussex County Hospital, Brighton, 7 


BRIGHTON. SUSSEX EYE HOSPITAL. (56 Beds.) 
HOUSE SURGEON required at the above Hospital, vacant 
mid-September. Recognised for F.R.C.S. and D.O. Successful 


applicant will be considered for Senior House Officer post on 
completion of 6 months. 

Applications, stating usual particulars and naming 2 referees, 
to the Administrative Officer. 
BURY AND ROSSENDALE AL MANAGEMENT 
COMMITTEE. BURY GENERAL HOSPITAL. plications are invited 
for the post of SENIOR HOUSE OFFIC R (orthopedics) at 
the above Hospital. Salary and conditions of service in accord- 
ance with National rules. 

Applications should be by letter to— 

. WILKINSON, Group ed 

Bury General Hospital, W -road, Bury, Lancs. 
BURY AND ROSSENDALE HOSPITAL MANAGEMENT 
COMMITTEE. FAIRFIELD GENERAL HOSPITAL. HOUSE OFFICER 
(pre-registration), obstetrics and gynecology. 

Apply, stating age, quali acetings and names of 2 referees, to— 

. WILKINSON, Group Secretary. 

Bury General Hospital, Bury, Lancs. 

SRisTo. HAM GREEN HOSPITAL, Pill, near Bristol. 

plications are invited for the post of RESIDENT ASSISTANT 

P YSICIAN » the Infectious Diseases Department (350 Beds) 

of this Hospital - 1 rhe Hospital contains a major Poliomyelitis 
reu 


Unit, a T 
wide experience in acute and conditions 
on Junior Hos ospital } Medical Officer scale (subject to a residential 
deduction of £135 p.a.). vious fever experience essential. 
Post vacant October, 1954. 

Applications, stating age, qualifications, &c., to the Resident 
Physician, Ham Green Hospital, Pill, 
BR L.  SOUTHMEAD GENERA ITAL 
GROUP MANAGEMENT COMMITTEE, SENIOR AHOUSE OFFICER 
(modionl) ) required immediately at Snowdon Road Hospital 

— sick, general medi cases, T.B. 


Applica’ to be made 
C. C. Hancock, Group Secretary. 
Southmead Hospital, Bristol. 
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BRISTOL. COSSHAM/FRENCHAY HOSPITAL MAN- 
AGEMENT COMMITTEE. FRENCHAY HOSPITAL. (513 staffed beds 
expan ending. ) A plications are invited for the post of SENIOR 

E OFFI 2 in the regional Neurosurgery Department, 
veaee about a of August, 5 This post offers useful 
surgical experience and the opportunity of gaining a working 
knowledge of neurological diagnosis. 

to the Secretary, Frenchay Hospital, quoting 

‘N.S.F.”’ Names of 2 referees required. 

BRISTOL CLINICAL AREA. The Board of Governors 
OF THE UNITED BRISTOL HOSPITAIS AND THE SOUTH-WESTERN 
REGIONAL HOSPITAL BOARD. Applications are invited by the 
above Boards from registered medical practitioners for the joint 
appointment of REGISTRAR in Aneesthetics. The appoint- 
ment will be held for 1 year in the first instance, and be renewable 
for a further year. The successful candidate ‘will be appointed 
to work for the first year mainly at Southmead Hospital, Bristol, 
Jay Sey also be required to undertake duties at other hospitals 

e Grou 

stating date of experi- 
ence, together with the names and addresses of referees, 
should be sent to the Gocrotary of the Regional Hospital Board, 
+2, Rynaeme Park-road, Bristol, 8, not later than 28th August, 
BRISTOL CLINICAL AREA. The Board of Governors 
OF THE UNITED BRISTOL HOSPITALS AND THE SOUTH-WESTERN 
REGIONAL HOSPITAL BOARD. Applications are invited by the 
above Boards from tered medical practitioners for the 

oint appointment of REGISTRAR in the Department, . ot 

eurological Surgery at Frenchay Hospital, Bristol. 
appointment will be held for 1 year in the first instance, bi | 
be renewable for a further year. The post is open also to those 
training for a career in medicine. 

Applications, stating date of birth, qualifications and experi- 
ence, together with the names and addresses of 2 referees, should 
be sent to the Secretary of the ional Hospital B 
21, Tyndalls Park-road, Bristol, 8, not later than 28th August, 


HOSPITAL. NIT. REGISTRAR 
or JUNIOR “HOSPITAL M MEDICAL AL OFFICER (resident or 
non-resident). Post now vacant. Bangour General Hospital 
(600 Beds) is 15 miles west of Edinburgh. This Unit (300 Beds) 
offers comprehensive experience in latest methods of treatment 
of tuberculosis. Thoracic, orthopedic and genito-urinary surgery 
are done within the Unit which is also the centre of area 
domicil and outpatient work. 
Applications, stating age, nationalit: and 
ving names of 2 referees, to Group Medica Superintendent, 
angour General Hospital, Broxburn, West Lothian, within 
21 days of the appearance of this advertisement. i 
BROXBURN, WEST LOTHIAN. BANGOUR GENERAL 
HOSPITAL. TUBERCULOSIS UNIT. Applications are invited for 
the appointment of SENIOR HOUSE OFFICER in the Tuber- 
culosis Unit at Bengour General Hospital, Broxburn, which is 
15 miles from Edinburgh. Unit contains 200 Beds for 
of all forms of including meningitis. 
Thoracic and orthopedic surgery. Salary and conditions of 
service will be in accordance with the regulations. 
Applications, giving age, oe atone and particulars of 
previous experience, should be lodged, with the Group Medical 
Superintendent, Bangour General Hospital, Broxburn, West 


Lothian. 
BROXBURN, WEST LOTHIAN. BANGOUR GENERAL 
HOSPITAL, TUBERCULOSIS UNIT. Applications are invited for 
Unit at Bangour General Hosp Broxburn, which is 15 miles 
from ‘Edinburgh. The Unit pote 200 Beds for treatment of 
all forms of tuberculosis, including meningitis. Thoracic and 
orthopeedic ge ary and conditions of service will be in 
accordance e 

Applications, giving and of of 
previous experience, sho lodged with the Group Medical 
Bangour Guneral Hospital, Bro::burn, West 

othian 
CARLISLE. GARLANDS HOSPITAL. Gar.ands Hos- 
PITAL MANAGEMENT COMMITTEE. A eer are iavited from 
tered medica) practitioners for t of SENIOR HOUSE 
OFFICER at the above Mental Hospital. Salary will Le £745 p.a. 
Fiat is available for which a deduction will be made. A course 
of study for Part I of the D.P.M. is held at Newcastle upon 
Tyne and arrangements would be made for successful candidate 
to attend this. Appointment is subject to the National Health 
Service superannuation regulations and to the conditions and 
terms of service laid down by the Minister of Health. 

Applications, stating age, qualifications and experience, and 
the names of 2 referees, should be sent to the Medical Super- 
intendent as soon as possible. 


CHELTENHAM GROUP HOSPITAL MANAGEMENT 
a Applications are invite: m registered medical 
ractitioners for the post of RESIDENT SENIOR HOUSE 
FFICER in Pathology. The successful applicant will work 
in the Group Laboratory at the Cyitenhem General Hospital. 
Salary accordance with Whitley Council terms and conditions 
of service. The ee is ween for 1 A in the first instance. 
Applications, wi e names of 3 + to be forwarded 
to the undersigned forthwith stating age cations and 
experience, STANLEY T. Davis, Group Secretary. 
_ General Hospital, Cheltenham. pia aire 
ST. HELIER GROUP HOSPITAL MANAGEMENT CO. plica- 
tions are invited for post CASUALTY ‘OFFICER “Wenior 
House Officer), vacant end of 
Applications, s' age, quali tions and experience, wi 
copies of recent testimonials and the names of 2 referees, Saeena 
be sent as soon as possible to the Group Secretary at the above 


wee 
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SURREY. ST. HELIER HOSPITAL. 
. HELIER GROUP HOSPITAL MANAGEMENT COMMITTEE. Applica- 
tions are invited from registered and provisionall M tered 
medical a for the post of HOUSE SURGEON, 
vacant mid-Septem 
Agptigniens, stating age age, qualifications and experience, with 
copiés of recent testimonials and the names of 2 referees, should 
be sent as — as possible to the Secretary, St. Helier Hospital, 
Carshalton, Surrey. 
eee... ADDENBROOKE’S HOSPITAL. Resi- 
ANASSTHETIC SENIOR HOUSE OFFICER for 
from September. Aneesthetic experience essential. 
wi stating age, nationality, qualifications and experience 
h dates, and copies of 3 testimonials, to Secretary, by Ist 
September; 1954. 
RTHA ne my. Locum JUL HOSPITAL 
MEDIC AL OFFIC: ER ‘(Male or Female) re aaa at this Mental 
ospital. Salary £16 ae week. Good resident accommodation 
ova one or single pe 
Apply to the Medical ‘Superintendent. 


CARDIFF. CEFN MABLY HOSPITAL, St. Melions, 
near CARDIFF. (158 tuberculosis beds.) JUNIOR HOSPITAL 
MEDICAL OFFICER required, Ist October. There is a Resident 
Senior Hospital Medica] Officer and regular visits are made by 
the Consultants. Hospital situated 5 miles from Cardiff Pr. 
Medical School. Furnished flat ro Re married man. 

quoting 2 referees, to T. A. JONES, Group Secretary. 

iff-road, Newport, 

Checesronc HOSP S. Applications are invited 
for the post of RESIDENT “NuES HETIST (Senior House 
Officer) to large surgical units, for a period of 12 months. 

Applications, stating age, sex, qualifications and experience, 

h recent testimonials, should be sent to the Secretary, Chelms- 
ford Hospital Management Committee, London-road, Chelmsford. 
CHEPSTOW, MONMOUTHSHIRE. PLASTIC SUR- 
GERY, JAW INJURIES AND BURNS CENTRE, ST.’ LAWRENCE HOS- 
PITAL. (100 plastic surgery, 50 orthopedic beds.) SENIOR 
HOUSE OFFICER in Plastic Surgery -required early Se 
tember. Previous experience in specialty not essential. T 6 
successful candidate will receive a thorough training in 
Wales surgery and burns. Hospital intakes from most of 

ales and provides extensive experience. A second Senior 

House Officer in Plastic Surgery was recently appointed and 
there is aise 8 Senior House Officer in Orthopedics. Salary 

rite, quoting 2 referees, . JONES, Group 

64, ‘ardiff-road, Newport, Mon. 
CHESTERFIELD ROYAL HOSPITAL. Casualty Officer 
required at above Hospital. Pre-registration post, or Senior 
House Officer if prem appointed has sufficient experience, and 
recognised for raining. Duties include assistance in 
a and Orthopedic Department. National salary and 
conditions. 


apply M. M. A. Boone, Secretary, Chesterfield Hospital 
Managemen om 
(257 Beds. 


CHESTERFIELD. ROYAL” HOSPITAL. 
Recognised for training for F.R.C.S.) SHEFFIELD REGIONAL 
HOSPITAL BOARD. Whole-time RESIDENT or NON-RESIDENT 
CASUALTY REGISTRAR required. Appointment for 1 year 
tary, Sheffield Regi oard, 

AD re effie onal ital 
road, Sheffield, by 30th Augus' 1954 giving 
nationality, qualifications, present appointments 
with dates, naming 3 referees. 

COATBRIDGE, AIRDRIE AND DISTRICT HOSPITALS 
BOARD OF MANAGEMENT. LANARKSHIRE AREA OBSTETRICAL AND 
GYNACOLOGICAL STAFF, Applications are are invited for a post as 
HOSPITAL JICAL FICER on the above 

ased at Bellshill Maternity Pate vital. The salary is 
£775-€50-£1075 p.a., and applicants should have had some 
experience in obstetrics and gynecology 

Applications in writing, stating age, Senuaeatinde., ye giving 
details of experience, together with the names of 3 referees, 
should be sub.nitted to the Secretary, Board of Management, 
Hairmyres Hospital, East Kilbride, Lanarkshire, not later than 
14 days from the date of public ation of this advertisement. 
COLCHESTER. ESSEX COUNTY HOSPITAL. (189 
Beds.) Applications invited for post of SENIOR HOUSE 
OFFICER to Cas d ad's 
for 6 months or 1 ape Recognised for F.R.C.S8. 

to ABptcations. with copies of 3 testimonials, should be forwarded 

Group Secretary, Colchester Hospital Management Com- 
paw 14, Pope’s-lane, Colchester, Essex. 
CROVOON MANAGEMENT COM- 
MITTEE. WEST OLITAN REGIONAL HOSPITAL 
BOARD. ANESTHETIC REGISTRAR (whole-time) for Group 
required immediately. Duties mainly at Croydon General 
Bospitel (200 Beds) and Mayday Hospital (618 Candi. 
dates must have oxpe ence in aneesthetics an ossession of 
D.A. an advantage. Both Hospitals recognised f tor ¥. F.A.R.C.S 


and D.A. 
forms obtainablé from GrorGE A. Parnes, Grow 
it C ee, General 
vdon. 


DERBY. DERBYSHIRE ROYAL INFIRMARY. Resident 
SENIOR HOUSE OFFICER (Orthopedic Accident 
Service), yacant immediately. Recognised for F.R.C.S. 


the 
DERBY. DERBYSHIRE F ROYAL INFIRMARY. House 


SURGEON (pee. -registration) or SENIOR HOUSE OFFICER 
— ) vacant 13th September, 1954. Recognised 
‘or 


Apply, ies of 
pply, with copies of 2 recent testimonials, to Hospital 


Sg with copies of 2 recent testimonials, to Secretary at _ 


DERBYSHIRE HOSPITAL FOR 
HOUSE. SURGEON (pre-registration) or SENIOR” MOUSE 
Ceres (gynecology), vacant early October. Post recognised 
or M.R.C.O.G. in gynecology. 
pp. iy giving 2 names for reference, to Group Secretary, 
No 1 Hospital Management Committee, Babington- lane, Derby. 


DORCHESTER. DORSET COUNTY HOSPITAL. (113 
Beds.) HOUSE SURGEON required (Male or Female) required 
Ist bl greee Post tenable for 6 months ; recognised for 
F.R.C.S. examination Pre- registration Service. 

Applic ations, statin xperience, qualifications and 

nationality, together with con vy testimonials, to Group Secretary, 
West Dorset Group Hospital Management Commi ttee, Damers- 
road, Dorchester, Dorset, immediately. 
DODDINGTON, CAMBRIDGESHIRE. COUNTY HOS- 
PITAL. (120 Beds.) EAST ANGLIAN REGIONAL HOSPITAL BOARD. 
MEDICAL REGISTRAR. Appointment for 1 year, renewable 
for second year. 

‘Applications, stating age, experience, and names of 3 referees, 
to Secretary of B 117, Chesterton-road, Combeides, by 
30th August, 1954. © ‘andidates invited to visit Hospital by direct 
arrangement with Hospital Management Committee Secretary, 
North Cambs Hospital, Wisbech. 

DOVER. ROYAL VICTORIA HOSPITAL. 
are invited for the post of SENIOR HOUSE SURGEON 
the above Hospital. The post is recognised by the Royal College 
of Surgeons. Salary £745 a year. A deduction of £150 

be made for residential emoluments. 

Applications, stating age, names ond 
addresses of 2 referees, Ash-Eton. 
Radnor Park West, 


DURHAM. COUNTY HOSPITAL. (120 Bede.) Durham 
HOSPITAL MANAGEMENT COMMITTEE. SENI USE 
OFFICER (anesthetics). Post vacant 
post is recognised for the D.A. and F.F.A.R.C.S. 
plications, with names of 2 referees, to Group Secretary 

Hospital, Durham. 
EAST ANGLIAN REGIONAL HOSPITAL BOARD. 
ORTHOPADIC REGISTRAR, East Suffolk and Ipswich 
Hospital and Ipswich Borough General Hospital. Post provides 
wide experience and training in orthopeedic surgery. Appoint- 
ment for 1 year, renewable for second year. 

Applications, stating age, experience and names of 3 referees, 

Secre of Board, 117, Chesterton-road, Cambri age, by 
6th September, 1954. Candidates invited to visit Hospital by 
direct arrangement with Hospital Meow gy oe Committee 
Secretary, East Suffolk and Ipswich Hospi Ipswich. 


EAST ANGLIAN REGIONAL HOSPITAL BOARD. 

SURGICAL REGISTRAR, East 5 and Ipswich Hos- 
pital (360 Beds). oe is recognised for F.R.C.S. and provides 
wide experience in ral surgery. 

SURGICAL R GISTRAR. at Peterborough Memorial 
Hospital. The successful candidate will be required to onder- 
take Pauties in Casualty Department. Post offers wide experience. 

Appointments for 1 year, renewable for second year. 

Applications, stating age, experience and names of 3 referees, 
to retary of Board, eri, Chesterton-road, Cambridge, by 
30th August, 195d, Candidates invited to visit hospitals by 
direct arrangement with Hospital Management Committee 
Secretaries at the Hospita tals. 


EDGWARE GENERAL HOSPITAL, Edgware, Middlesex. 
RESIDENT SENIOR HOUSE OFFICER 
required at above Hospital. Candidates should have held 
resident appointments in general hospitals and have had special 
experience in administering anesthetics. Galery #745 D p.a. 
Deduction of £155 p.a. for board, lodging, &c. Appointment for 
6 months in first instance. Post yac: ant 28th September, 1954 

Applications, together with names of 2 referees, to ‘Group 
Secretary, Edgware General Hospital, Edgware, Middlesex, by 
4th_ September. 1954. 
EPPING. ,5T. MARGARETS’ HOSPITAL (485 Beds) 
AND HONEY LANE HOSPITAL, WALTHAM ABBEY (118 Beds). 
HOUSE PHYSICIANS. 2 vacancies for fully registered practi- 
tioners. Salary on national scale, less deduction at the rate of 
£125 p.a. for board, lodging, &c. The successful candidates will 
be required to reside for 3 months at each Hospital and will be 
expected to take up their appointments on approximately 
20th September, 1954. 

Applications, with copies of 2 recent testimonials, to the 
Group Secretary, Epping Gro vital, oumtel Man: ment Com- 
mittee, St. Margaret’s Hospi Epping, by 3 September, 
1954. 

EPPING. ST. MARGARET’S HOSPITAL. (485 Beds.) 

plications are invited for the post of SENIOR HOUSE 
oF FICER (pathology) to fill an immediate vacancy. Salary on 
national sca less deduction for board, | ing, &e. Busy 
department in large general hosp! 1, with Me me access to London. 
Some experience in pathologica. department esirable. 

Applications, with Cn ples of 2 recent testimonials, to reach the 
Group Secretary, Group Hospital nagerrent Com- 
St. Epping, Essex, by 27th August, 
1954 
FARNBOROUGH HOSPITAL, Farnborough Kent. 
(General—800 Beds.) RESIDENT SENIOR HOUSE OFFICER 
required for a busy E.N.T. Department with 4 —— operating- 
sessions, 5 outpatient clinics and a diagnostic hearing-aid centre. 
Recognised for D.L.0. offers valuable experience in all 
aspects of E.N.T. work. 

9 Aen stating age, qualifications and experience, and naming 
he Administrative Officer. 


STOBHILL GENERAL HOSPITAL. 
PSYCHIATRIC UNIT. HOUSE OFFICERS (resident). Male or 
Female, required now. (180 Beds.) 1300 admissions yearly. 
Acute treatable cases. Unit recognised for D.P.M. Salary £50 
above standard rate. 

Apply to Medical Superintendent. 
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GLASGOW, N. STOBHILL GENERAL HOSP 
Applications are invited for the post of JUNIOR NOSPITAL 
MEDICAL OFFICER in the acute Geriatric Unit (70 Beds— 
for assessment and rehabilitation), supervised by a Consultant 
Physician specialising in ge riatrics. The appointment offers 
excellent clinical experience in the diagnosis and treatment of 
acute and other illnesses in the elderly, and will be for 2 years 
in the first instance. 

Applications, stating age, qualifications and experience, with 
pon paenes of 2 referees, should be sent to the Medical Superin- 

ndent 
GRIMSBY GENERAL HOSPITAL. (238 Beds.) ‘Grimsby 
HOSPITAL MANAGEMENT «Abplications | are invited 
for the post (recognised for F.R.' of PRE- 
REGISTRATION or SENIOR HOUSE OFFICER ‘with duties 
in Surgical and E.N.T. Departments. 

Applications, with names of 2 referees, to Hospital Secretary, 
Grimsby Genera) Hospital. 

HASTINGS. ROYAL EAST SUSSEX HOSPITAL. (150 
Beds.) HOUSK SURGEON required. Pre-registration post, 
vacant 17th September. Nationa! scale of salary. 

Apply to Hospital Administrator. 
HASTINGS. ST. HELEN’S HOSPITAL. (497 Beds.) 
HOUSE SURGEON (resident) required. Pre-registration post, 
vacant 20th September. National scale of salary. 

__Apply to Hospital Administrator. 
HERTFORD COUNTY HOSPITAL. (Situated 21 miles 
from London.) Applications are invited from registered medical 
practitioners for the appointment of a Whole-time Temporary 
REGISTRAR (surgical). To commence 17th September, 195. 
pd at the rate of £850/£965 p.a. according to service in the 
grade 

Applications, Siving full Goteils together with of recent 
testimonials or the names of referees, to Hert- 

County, ospital 


ford Hospital 
Hertford, Herts. 
HERTFORD COUNTY “(171 Beds. Hospital 
situated 21 miles from London.) plications invited for 
appointment of RESIDENT HOUSE PHYSICIAN (Male or 
Female), second post held. Recognised pre-registration post, 
6 months appointment. Preference given to applicants who have 
held resident surgical or medical posts in general hospital, 
Duties to commence 13th September, 1954. 

Applications to Lene Secretary, Hertford Hospital Manage- 
ment Committee, County Hospital, Hertford, Herts, 


HILLINGDON HOSPITAL, near Uxbridge, Middlesex. 
HOUSE PHYSICIAN (resident ) required at above Hospital. 
Appointment recognised for M.D. (Lond.) Branch 1 and for 
pre-registration House Officers. 

Apply, stating age, qualifications, nationality, experience, 
together with copies of not more than 3 recent testimonials, to 
Medical Director by 30th August, Sa 
HILLINGDON HOSPITAL, Uxbridge, Middlesex. 
(General—705 Beds.) PALDIATRIC REGISTRAR required 
at above Hospital. Previous pediatric experience essential. 
Duties in general children’s medica) wards, neonatal unit and 
children’s outpatient clinic. Unit recognised for D.C.H. Candi- 
dates may visit Hospital by direct appointment. 

Application forms obtainable from, and returnable to, Group 
Secretary. U Ixbridge Group Hospital Management Committee, 
The Furze, Pield Heath-road, Uxbridge, Middlesex, by 27th 
August. 

HORNCHURCH. ST. GEORGE'S HOSPITAL. Junior 
HOSPITAL MEDICAL OFFICER (resident) required from 
Ist September, 1954, at this Hospital which accommodates 
339 chronic sick patients. The post offers excellent geriatric 
«Applications should be forwarded to the Secretary, Romford 
Grew Hospital Management Committee, Oldchure ” Hospital, 
Romford, as soon as possible. : 

HUDDERSFIELD. ST. LUKE’S Hudders- 
FIELD HOSPITAL MANAGEMENT COMMITTEE App plications are 
invited for the post of SENIOR HOU SE OFFICER for this 
Hospital of 262 Beds allocated to general medicine. general 
surgery, geriatric and maternity purposes. Salary £745 a year 
with appropriate deduction in respect of residential emoluments. 

Applications, together with copies of 2 recent testimonials, to 

addressed to the undersigned as soon as possible. 

H. J. JOHNSON, Secretary to the Management Committee. 

The Royal Infirmary, Huddersfield. 

HULL. VICTORIA HOSPITAL FOR SICK CHILDREN, 
Park-street. HULL A GROUP HOSPITAL MANAGEMENT COMMITTEE. 
RESIDENT SENIOR HOUSE OFFICER required as from 
15th Se piesaber, 1954. Duties mainly in Casualty Department. 
Salary p.a. Emoluments £15 

Send applications, with tostunonials, to the Hospital ¢ ‘Secretary. 
HALIFAX GENERAL HOSPITAL. (425 Beds.) Junior 
HOSPITAL MEDICAL OFFICER in Anesthetics required. 
Opportunities for studying for D.A. Board-residence available. 

Applications to Group Secretary, Royal Halifax Infirmary, 
Halifax. 

HALIFAX. ROYAL HALIFAX INFIRMARY. (301 Beds.) 
HOUSE SURGEON (E.N.T. and ophthalmology) required. 
Post now vacant. Approved pre-registration appointment. 

Applications to Group Secretary, Royal Halifax Infirmary, 

IPSWICH. ST. HELEN'S HOSPITAL. for 
infectious di uberculosis and 
orthopedics. The area a chest clinic is in the Hospital.) ati Us 
PHYSICIAN required (post-registration Spock. Accom- 
modation available for married man t also involves 
duties in the Pediatric Department" at the PRorough General 
Hospital. 

Applications to WIHILLIAMS, Group Secretary, Ipewich 
Group Hospital Management Committee, at East Suffolk and 
Ipswich Hospital, Ipswich. 
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IPSWICH. EAST SUFFOLK AND IPSWICH HOSPITAL. 
(360 Beds.) Applications are invited for the post of SENIOR 
HOUSE OFFICER (Resident Anesthetist). The post, ~~ 
is oy of 1 years duration, is recognised for the D.A 
the F.F.A.R.C.S, examinations. 

Applications, stating age, epilenaiiy, together with recent 
testimonials, to Hospital Secreta 
ISLEWORTH. WEST MIDDLESEX HOSPITAL. (1147 
Beds.) NORTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. 
REGISTRAR required for General Surgical Unit at above 
Hospital. Whole-time. Non-resident. Hospital may be visited 
by direct appointment. 

set Dplication forms obtainable from, and returnable to, Group 

tee W. South West Middlesex Hospital Management Com- 

mittee Vest Middlesex Hospital, Isleworth, by Ist September, 


\eeiwowrn: WEST MIDDLESEX HOSPITAL. South 
WEST MIDDLESEX HOSPITAL MANAGEMENT COMMITTEE.  Pre- 
registration HOUSK OFFICER required for Orthopedic Unit, 
voces = November. Post recognised for F.R.C.S. Resident, 

Applications, stating age, nationality, qualifications obtained, 
yith copies of up to 2 recent testimonials, to Group Secretary, 
We dlesex Hospital, Isleworth, Middlesex, by ist Sep- 
ISLEWORTH. WEST MIDDLESEX HOSPITAL. South 

T MIDDLESEX HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
OFFIC ERS (2) required in General Surgery including 1 pre- 
registration post, vacant October, 

Applications, stating age, nationality, 
Wout copies of u 2 recent testimonials, to G ip Secre 

Middiesex” Ho Hospital, Isleworth, Middlesex, “by Ist ‘Sep: 
KEIGHLEY DISTRICT VICTORIA HOSPITAL, 
KEIGHLEY, YORKSHIRE. (143 Beds.) RESIDENT HOUSE 
RGEON (either sex) (general surgery, orthopedics, and 

E.N.T.) Post recognised under F.R.C.S. regulations. First, 
second, or third post, vacant now. Approved pre-registration 
appointment. Tenable for 6 months, 

Applications, with full particulars as to age, nationality, 
qualifications, and experience, and copies of recent testimonials, 

be sent to Group Secretary, St. John’s Hospital, Fell-lane, 

Keighley. 
KIDDERMINSTER AND DISTRICT GENERAL HOS- 
PITAL. (112 Beds.) HOUSE SURGEON required at the above 
Hospital. Post vacant 16th September. Salary £425-€525 
according to experience. 

Applications, with the names of 3 referees, to the Hospital 
Secretary. 

KIRKCALDY GENERAL HOSPITAL. (74 
SURGICAL HOUSE OFFICERS (resident) require 

mence duty as at Ist October, 1954. Both posts ‘qualify, mit 
necessary, for pre-registration. 

Apply, giving names of 3 referees, to the Medical Superin- 
tendent, East Fife Hospitals Board of Management, 243a, 
High-street, Kirkcaldy. 

KNAPHILL, WOKING, SURREY. BROOKWOOD HOS- 
PITAL. (1600 Beds.) BROOKWOOD HOSPITAL MANAGEMENT 
COMMITTEE, SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. Applications are invited for the post of PSYCHIATRIC 
REGISTRAR, which will become vacant on 5th October, 1954, 
at above Hospital. Candidates must have held house appoint- 
ments in a general hospital, but no previous sychiatric experi- 
ence is necessary. The Hospital staffs severa) outpatient clinics 
and carries out all modern methods of treatment. There are 
facilities for attending courses of instruction in London for the 
D.P.M. The appointment is resident, and the salary and eondi- 
tions of service are in accordance v¥ with Ministry of Health 

tions. The Physician-Superintendent will be pleased for candi- 
dates to visit the Hospital by appointment. 

plication forms are obtainable from the Secretary, 
wile "Hospital, Knaphiil, Woking, Surrey, to whom they 
be returned, duly completed, not later than 14 days after the 
appearance of this advertisement. 


LANCASTER MOOR HOSPITAL, Lancaster. (Regional 
Mental Hospital.) MANCHESTER REGIONAL HOSPITs L BOARD. 
Applications invited for post of RESIDENT or NON-RESI- 
DENT REGISTRAR (Male or Female). Preference to candi- 
dates who have held house appointments at general bospitals. 
Unfurnished flat or house in Hospital grounds available for 
married applicants if required ; furnished quarters for single 
persons. odern methods of investigations and treatment 

carried out. Outpatient clinics (3) staffed from Hospital. 
Applications, stating age, qualifications and experience, and 
names of 2 referees, to be sent to the Medical Superintendent. _ 
LUTON AND DUNSTABLE HOSPITAL, Luton, Bedford- 
SHIRE. (250 Beds.) NORTH WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD. Whole-time REGISTRAR required Ist 
October, 1954, for Fracture and Orthopedic Department and 
Accident Service at above Hospital. Post recognised for F.R.C.8. 
Hospital may be visited by direct appointment. 
i } and returnable to, 


1954 
LIVERPOOL. WALTON HOSPITAL. (1321 Beds.) 
The following resident posts are vacant from the dates shown :— 
SENIOR HOUSE (ortho opedice), ist September. 
SENIOR CER or HOUSE OFFICER (neuro- 
surgery ), 
SENIOR HOUSE OFF ICER or HOUSE OFFICER (neuro- 
urgery). vacant now. 
sete He House Officer posts are recognised for Pre-registration 
rvice, 
Applications, stati , date of qualification, experience, 
and 2 coptes dt to the 
Superintendent, Walton Hospital, Liverpool, 9. 
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_ Secretary, Luton and Hitchin roup Hospital Management 
Committee, St. Mary’s Hospital, Luton, Beds, by 31st August, 
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LIVERPOOL, 18. MOSSLEY HILL HOSPITAL. Senior 
HOUSE OFFICER (medical) required on Ist October, 1954, 
for work in general medical and tropical disease wards. Whitley 
Council salary and conditions. 
Application forms will be sent on request by Hospital Manage 
ment Branch, Ministry of Health, Norcross, Blackpool, aan 
WARNEFORD GENERAL HOS- 


LEAMINGTON SPA. 
PITAL. (207 Beds.) SOUTH WARWICKSHIRE HOSPITAL GROUP. 


Applications are invited for HOUSE OFFICER (anmsthetics). 
yess is recognised for D.A 

__ Applications as soon as a to the Hospital Secretary. 
LEEDS REGIONAL HOSPITAL —— invites applica- 
Gone for me following REGISTRAR posts 


(a) Duties in the Hull A, Hull B, and East Riding Groups, 
Recognised for the F.F. 34 R. C.s. Duties may include thoracic 


angesthesia (non-residen 
2 main hospitals with aggregate 


(6) Halifax Group 
of 300 beds 1 the surgical specialties. 


Duties a at the Bradford Royal Infirmary (40 dermato- 
logical beds). Large Outpatient Department—5000 new cases 
per annum 


General Su 
Otley General Hospital (resident) (50 surgical Con- 


beds). 
sultant staff mainly fro hing ° 


Genera and Orthopedic Surgery 

Halifax General Hospital“ (50, cur beds) and Halifax 
Royal Infirmary (60 orthop ).. Duties approximately 
general and surgery (preferably 
residen 


I 
1, Bradford (120 I.D. 


MANCHESTER REGIONAL HOSPITAL BOARD. -Appli- 
cations are invited for the post of REGISTRAR in Orthopedics 
which is joint between the Rochdale and District and Bury 
Rossendale Hospital Management Committees. Recognised 
under the F.R.C.S. regulations. 
Apply at once to the Group Secretary, Central Offices, Birch 
Hill Hospital, Rochdale, Lancs. 
MANCHESTER. WYTHENSHAWE HOSPITAL. South 
MANCHESTER HOSPITAL MANAGEMENT COMMITTER. Applications 
are invited from registered practitioners for the post of SENIO 
HOUSE OFFICER (pediatrics) at the above Hospital. 
Applications, stating age, qualifications, present post, experi- 
ence, and names of 2 referees, to be forwarded to the Group 
Secretary, Withington Hospital, Manchester, 20, immediately. 
HOSPITAL. Macclesfield and District 
PITAL MANAGEMENT COMM invited for 
SENIO R HOUSE OFFICER AN Ma in duties 
Infirmary Branch. Hospital cael F.F.A.R.C.S. and D.A. 
purposes. Medical Library available. Post may be considered 
nee seemnah, with certain qualifications, or married quarters 
availab 
Avply immediately to Group Secretary, ‘‘ Willerby House,” 
Cumberland-street, Macclesfield. : 
MAIDSTONE. KENT COUNTY OPHTHALMIC AND 
AURAL HOSPITAL. (113 Beds.) MID-KENT HOSPITAL MANAGEMENT 
COMMITTER. Applications are invited for the appointment of 
SENIOR HOUSE SURGEON in the E.N.T. Department of the 
above Hospi here are 55 -T. beds and 6 specialist 
operating sessions each week. Valuable experience is available, 
ona i Aer is recognised for the purpose of the F.R.C.S. and 
Salary will be £745 a year, less £150 a year for resi- 
dential emoluments, 
Applications immediately to the Administrative Officer, Kent 
County Ophthalmic and Aural Hospital, Maidstone, Kent. 


Castle Hill Hospital. Cottingham beds} (resident 


Orthopedic Surgery 

(a) Hull A Grou (50 orthopedie beds), ‘Hull B Group, an 
East Riding Group (50 orthopedic beds) (non- resident ). Sokaies 
some | ome in the Casualty Department at the Hull Royal 


(by Huddersfield Royal Infirmary and other hospitals in the 
Huddersfield Group (34 orthopedic beds) (non-resident). 
sy 
(a) ‘Yon Hall Hospital, near Wakefield, and affiliated 
Mental Deficiency Colonies (aggregating 780 beds )(non- resident). 
(b) Meanwood Park (Mental Deficiency) Hospital, 
¢ ron Be Beds) (resident—flat available for married couple without 
Facilities for attendance at the Leeds University will be 
pee zeaed the successful candidates are studying for the D.P.M. 
Regiona: al Radium Institute, Bradford (56 Beds) (preferably 
resident). The unit provides a complete Radiotherapy Service 
for approximately 1 million population. 
Applications, stating age, qualifications, and details of present 
and;previous appointments with dates, together with the names 
and addresses of 3 referees, should be forwarded to the Secretary, 
Joint Registrars Committee, Park-parade, Harrogate, not later 
than 2nd September, 1954. 


LEEDS (near), WOODLANDS {ORTHOP HOS- 
PITAL, RAWDON, near LEEDS. (92 Beds SENIOR HOUSE 
SURGEON, required tor Orthopeedic Hospital at Rawdon. 
The post will be adjoined to the Casualty and Orthopeedic 
nit at the Royal Infirmary, Bradford, and offers excellent 
ortunities for a person interested ‘in orthopeedic work. 
y £745 p.a., less £150 p.a. residential emoluments. 
Applications, stating age, nationality, qualifications and 
experience, with copy testimonials, to Secretary, Bradford 
Royal Infirmary. 


MANCHESTER (near). ALTRINCHAM GENERAL 
HOSPITAL, ALTRINCHAM. (130 Beds.) NORTH AND MID-CHESHIRE 
HOSPITAL MANAGEMENT COMMITTEE, Applications are invited 
for the vacant pre-registration post of JUNIOR HOUSE 
OFFICER (surgical). 

Applications should be sent to the Group Secretary, 
Hospital, Sinderland-road, Altrincham, Cheshire. 


MANCHESTER (near). ALTRINCHAM GENERAL 
HOSPITAL, ALTRINCHAM. (130 Beds.) NORTH AND MID-CHESHIRE 
HOSPITAL MANAGEMENT COMMITTEE, SENIOR HOUSE 
OFFI CER (medical). This appointment which is now available 

is in a busy hospital and offers excellent opportunities of practical 
experience. 

Applications, together with 2 recent testimonials, to Group 
Secretary, The Hospital, Sinderland-road, Altrincham, Cheshire. 
MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for the post of SENIOR REGISTRAR in Urology 
in the Salford Group of hospitals, with main duties at Salford 
pence and the Royal Manchester Children’s Hospitals. Previous 

rience and a higher qualification essential. 

orms of application, obtainable from the Senior Administra- 
tive Medical Officer. Cheetwood- goed. Manchester, 8, should 
be returned by 6th September, 1954 


MANCHESTER REGIONAL HOSPITAL BOARD invites 
sppteesens for the post of RESIDENT SURGICAL —" 
TRA t the Royal Albert Edward Infirmary, Wigan, vacant 
30th ‘Septenabee, 1954. Preference given to holders of higher 
me qualifications. Post recognised for F.R.C.S. 

Apply with full particulars to Secretary, Wigan and Leigh 

ospital Management Committee, Knowsley House, Wigan, not 
ister than 28th August, giving the 1 names of 2 referees. 


MANCHESTER REGIONAL HOSPITAL BOARD. Appli- 
cations are invited for the post of E.N.T. REGISTRAR which 
is joint between the Rochdale and District and the Bury and 
ea Hospital Management Committees. 

ply at once to the Group Secretary, Central Offices, Birch 
Hill "Hospital, Rochdale, Lancs. 


The 


MAIDSTONE. KENT COUNTY OPHTHALMIC AND 
AURAL HOSPITAL. (113 Beds.) .MID-KENT HOSPITAL MANAGEMENT 

COMMITTEE. Applications. are invited for the a of 
SENIOR HOUSE OFFICER in the Ophthalmic i of 


for 12 months. 
emoluments. Post vacant Ist October, 1954. 

Applications should be forwarded as soon as possible to the 
Administrative Officer, Kent County Ophthalmic and Aural 
Hospital, Church-street, Maidstone 


MID-WORCESTERSHIRE GROUP. Locum Registrar 
Obstetrics and required for the month of 

<t83 Bede for duties at Saint’s Hospital, Bromsgrove 
(423 Beds), and Dudley and Stourbridge Group. 

min wi with the names of 3 to 

orcestershire Hospital Ma itt 

inghem -road, Bromsgrove, as soon as possible. 
NEATH GENERAL HOSPITAL, Neath. 
LOGY LABORATORY. MID GLAMORGAN HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited for the post of 
SENIOR HOUSE OFFICER (pathology). This Hospital has 
a modern and particularly well-equipped. Laboratory under the 
control of a whole-time Consultant Pathologist and the Hospital 
is recognised for the major diplomas. 

Dpiications, naming 2 referees, to be addressed to the Group 

f the Committee, 8, Wind-street, Nea’ 4 
NUNEATON. MANOR HOSPITAL. (139 Sede) Receiv- 
ING ROOM OFFICER (resident) required for casualty duties. 

Salary £775-£1075 p.a. Vacant 2nd September. 

Applications to Secretary, Group 20 Hospital Management 
Committee, Stoney. Stanton-road, Coventry. 
NEWTON ABBOT HOSPITAL. (General Section—65 
Beds.) RESIDENT SENIOR HOUSE SURGEON (Male or 
Female) required immediately. Married quarters available. 

Applications, stating qualifications, nationality, age, with 
copy te stimonials, to be sent to the Group Secretary, Torquay 
District Hospital Management Committee, 
Newton Abbot, 8. Devon. wb 
NEWCASTLE REGIONAL HOSPITAL BOARD. 
Newcastie upon Tyne Hospital Management Com- 


“Group Patho- 


62/64, ‘ast-street, 


mittee 
REGISTRAR PHYSICI AN fwhole- time) for Medical Clinic 
No. 1 at Newcastle General Hospital. Appointment for 1 year 


in the first instance and may be. renewed for a further period. 
Salary £850-£965 p.a. 
underland Area Hospital Management Committee 
Locum SENIOR REGISTRAR E.N.T. SURGEON required 
for 3 months commencing October, 1954. Salary £22 per week. 
(60 E.N.T. beds ; 2 Consultant E.N.T. Surgeons.) Further 
partic ulars may be obtained from the Senior E.N.T. Surgeon, 
Sunderland Royal Infirmary, New Durham-road, Sunderland. 
Applications, together with names and addresses of referees 
(preferably), or testimonials, to a total of 3, to be sent to the 
Senior Administrative Medical Officer, “‘ Biythswood South,”’ 
Osborne-road, Newcastle upon Tyne, 2, within 14 days. 
NEWCASTLE REGIONAL HOSPITAL BOARD. ‘Clinton 
RESEARCH ASSISTANT (whole-time) required. Salar 
£1100-£100-£1400. Duties in connection with an investigation 
into the prevention of sepsis in operating theatres and wards. 
The duration of the appointment is expected to be from 3 to 
5 years. The main laboratory facilities will be at the Public 
Health Leboranery, the General Hospital, Middlesbrough, and 
the Director, Dr. R. Blowers, will give further information 
on request. The research team under Dr. Blowers’s direction 
wil) consist of a bacteriologist (already appointed) and the 
clinical research assistant. It will be an advantage if the clinical 
research worker has a car and appropriate travelling expenses 
will be paid. 
he ae gg together with names and addresses of referees 
(preferably), or testimonials, to a total of 3, to be sent to the 
Senior nistrative Medical | Biyths hswood South,” 
Ceberne-rend, Newcastle upon Tyne, 2, within 14 days. 
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NORTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD AND BOARD OF GOVERNORS OF ST. BARTHOLOMEW’S 
HOSPITAL. SENIOR REGISTRAR (diseases of the chest). The 
appointment will be held for 2 years at Broomfield Hospital, 
near Chelmsford, with visits to St. Bartholomew’s Hospital, 
E.C.1, and for 2 years at Lancaster House Chest Clinic, Southend. 
The Dost is resident at Broomfield Hospital, which has 
Beds with Tuberculous and Non-tuberculous Thoracic 8 


Unit, outpatient clinics and Mass Radiography Unit. The post 


is resident or non-resident at Lancaster House Chest Clinic and | 


there is single accommodation available in the Group. Duties 
are chiefly at Lancaster House Chest Clinic and include the care 
of 30 patients with pulmon tuberculosis and a few beds for 
diagnosis at Westcliff Hospital. Appointment subject to review 


rl year. 

Applications in triplicate, with names of 2 referees, to Recostery, 
East Regional Hospital Board, 114, Portland- 
place, W.1, by 4th September, 1954. 4% 
NOTTINGHAM CITY HOSPITAL. (804 Beds.) Appli- 
cations are invited for the post of GYNAXCOLOGICAL HOUSE 
OFFICER (recognised for pre-registration purposes) which will 
be graded Senior House Officer or House Officer in accordance 
with experience. Recognised for M.R.C.0.G. Post vacant on 
Ist October. 

Applications, stating nationality, qualifications and 
experience, together with copies of not more than 3 testimonials, 
to be sent to the Hospital Secretary, City Hospital, Hucknall- 
road, Nottingham. Es 
NOTTINGHAM. CITY HOSPITAL. (804 Beds.) Sheffield 
REGIONAL HOSPITAL BOARD. Whole-time MEDICAL REGIS- 
TRAR required. Appointment for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 30th August, 1954, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. xe 
NOTTINGHAM GENERAL HOSPITAL. Applications 
are invited from practitioners for the post 
of THIRD CASUALTY ICER (Senior House Officer 
grade). Salary (less £150 Bia aban on and conditions of service 
in accordance with those laid down by the Ministry. Duties 
to commence as soon as possible. This post offers wide experience 
of casualty work. The Staff establishment requires only 1 night 
in 3 emergency work, and off duty permits time for study for 
higher examinations. 

Applications, stating age, qualifications and experience 
together with copies of testimonials, to be sent to— 

General Hospital, Nottingham. HENRY M. STANLEY. 
NOTTINGHAM GENERAL HOSPITAL. Applications 
are invited from registered medical practitioners for 2 posts of 
SENIOR ORTHOPASDIC AND FRACTURE HOUSE © OFFI- 
CER (locum tenens considered). The posts offer exceptional 
experience in, traumatic surge’ Duties to commence about 
Ist September, and about Ist tober. Sa and conditions 
of service in accordance with Ministry regulations. If resident 
£150 deducted for emoluments. 

Applications, stating age, ualifications one experience, 
together with copies of testimonials, to be sent to— 

Live®) Henry M. STANLEY, Group Secretary. 
NOTTINGHAM. HIGHBURY HOSPITAL. Senior Medical 
HOUSE OFFICER (resident) required at the above Hospital. 
Duties to commence on or about 16th September, 1954. The 
successful candidate will, in addition to medical duties, have an 
opportunity of assisting in the Obstetric Unit. Terms and 
conditions of service as laid down by the Ministry of Health. 
This post will be accepted as a general medical appointment for 
entry to the M.R.C.O.G. examination. 

Apply in writing, stating age, qualificatiohs and experience, 
together with copies of testimonials to the undersigned as soon 
as possible. HENRY M. STANLEY, Group Secretary. 
NOTTINGHAM. HIGHBURY HOSPITAL. Senior Sur- 
GICAL HOUSE OFFICER required at the above Hospital. 
Good opportunity for obtaining experience in all types of general 
surgery. Duties to commence on Ist September, 1954. Salary 
and conditions of service in accordance with the + pew 
conditions of the Ministry of Health. If resident £150 p.a. 


deducted for emoluments. 
Applications, stating age. ualifications pas. experience, 
together with copies of t A ‘als, to be sent to— 
Henry M. STANLEY, Group Secretary. 
Nottingham General Hospital. 


OXFORD. LITTLEMORE (MENTAL) HOSPITAL. 


OXFORD. 


Applications invited for the post of SENIOR HOUSE OFFICER 
(Male or Female). Previous experience as House Surgeon or 
Physician essential. Previous psychiatric experience g 
The Physician appointed will work peer in the Insul 
Therapy Clinic and with a Senior Consultant at outpatient clinics. 
here are ample facilities for postgraduate study in a teaching 
general hospital. Salary £745 PS. 
Applications to the Physician-Superintendent, Littlemore 
Hospital, near Oxford. 
PAISLEY. INFECTIOUS DISEASES HOSPITAL. 
BOARD OF MANAGEMENT FOR PAISLEY AND DISTRICT HOSPITALS. 
HOUSE PHYSICIANS required for above Hospital for period 
to 3lst January, 1955. Salary in accordance with latest scales. 
Applications should be submitted as early as possible to 
geese Medical Superintendent, Royal Alexandra Infirmary, 
ley. 
COMMITTEE. SOUTH WEST METROPOLITAN REGIONAL HOSPIT. 
BOARD. Applications are invited for the post of AN ESTHETIC 
REGISTRAR in the ——— Group, main duties at’ the 
Royal Portsmouth Hospi for F.F.A.R.C.8. 
may visit the by arrangement. Canvassing 
Forms of application may be obtained from the Group Secre- 
5, Grove-road South, Southsea, and should be returned, 
duly completed, by 3rd September, 1954. 
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PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
nn hd Applications are invited for the following appoint- 
men! 
Queen Alexandra Hospital 

SENIOR HOUSE SURGE EON (126 surgical beds), vacant now. 

GYNACOLOGICAL HOUSE SURGEON, vacant now. Post 
recognised for M.R.C.O.G. After ex iration of i mosis the 
successful candidate may be offered House Surgeoncy in obste- 
trics and gynecology at St. Mary’s Hospital, Portsmouth, This 

post is recognised for M.R.C.O.G. and D.Obst.R.C.O.G. 

stating age, experience, and qualifications, and 
names of 2 referees, should be submitted as soon as possible to— 
__35, Grove-road South, Southsea. E. H. Horst. 


BEVEOUTH. SOUTH DEVON AND EAST CORNWALL 
HOSPIT 

SENIOR HOUSE OFFICER to Casualty and Traumatic 
De artment. vacant immediately. 

DENT DENTAL HOUSE SURGEON, vacant immedi- 
Recognised for the Fellowship. 

stating age, nationality, qualifications, and 
with the names of 3 referees, to = 

ARTHUR R. CasH, Group Secretary. 
South Devon and East Cornwall General Hospital 

7, Nelson-gardens, Stoke, Plymouth. 

PRESCOT, LANCASHIRE. WHISTON HOSPITAL. 
(882 Beds.) ST. HELENS AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited from suitably qratiee 
moana practitioners for the appointment of SENIOR HOUSE 
OFFICER to act as Casualty Officer. The post is approved for 
the 6 pom training iu casualty work required of candidates 
for the Fellowship examination of the Royal Ccllege of Surgeons. 
Salary in accordance with the terms and conditions of service for 
medical staff. 

Applic ations to be forwarded to N 

biston Prescot, Lancs. 
READING AR [OSPITALS. Applications are invited 
for post of SENIOR HOUSE OFFIC KR or JUNIOR HOUSE 
OFFICER (pathology). Previous experience in pathology 
desirable but not essential. Salary £745 or £525 p.a. respectively, 
less £125 board-residence. 

Apply, stating age, qualifications with dates, nationalit y: 
present post, together with copies of recent testimonials, 
Group Secretary, 3, Craven-road, Re ading. 

READING. BATTLE HOSPITAL. (374 Beds.) Appli- 
cations are invited from registered and provisionally registered 
medical practitioners for 2 posts of RESIDENT JUNIOR 
HOUSE SURGEONS in the Area Accident and Orthopedic 
5g yartments, vacant Ist September and Ist October, 1954. 

.C.S. recognised. Also casualty duties. Salary £425-£525 
M4 ‘a., less £125 residential emoluments. 

Apply, stating age, qualifications, with dates, os 
present post, with copy of 1 recent testimonial, to Secre 


. Ricwarps, Secretary. 


READING. ROYAL BERKSHIRE HOSPITAL. ae 
Beds.) Applications are invited from registered medical a 
tioners for the appointment of JUNICR HOUSE SURGEON 
gyneecology), vacant Ist October. Post M.R.C.O.G. recognised. 
enable for 6 months. Sa'ary £425 p.a., less £125 board-residence. 
Write, stating age, qualifications with dates, nationality and 
present post, with copy of 1 recent testimonial. to the § Secretary. 
READING. ROYAL BERKSHIRE HOSPITAL. (403 
Beds.) Applications are invited from provisionally registered 
ractitioners (Male or Female) for the medical post of JUNIOR 
OUSE OFFICER in the E.N.T. and Pediatric Departments, 
vacant 15th September, 1954. 
Write, stating age, qualifications with dates, and nationality, 
together with a copy of 1 recent testimonial. to the Secretary. — 


ROCHDALE. BIRCH HILL HOSPITAL. Rochdale and 
DISTRICT HOSPITAL MANAGEMENT €OMMITTEE. HOUSE SUR- 
GEON required at above Hospital. Pre-registration candidates 
eligible. 20st recognised for 6 of the 12 months F.R.C.S. 
Apply to Group Secretary, Central Offices, Birch H 1) Hospital, 

Rochdale, Lancashire, at once with full details. 
ROCHDALE INFIRMARY. Rochdale and Dis rict Hos- 
PITAL MANAGEMENT COMMITTEE. SENIOR HOUSE Mg Odea 
(orthopedics). Post recognised for 6 months for F.R 
examination. 

Apply at once to the Group Secretary, Central Offices, Birch 
Hill Hospital, Rochdale, Lancs. 
ROMFORD, ESSEX. VICTORIA HOSPITAL. (99 Beds.) 
RESIDENT HOUSE SURGEON (Male) required, vacant 
middle § ae: 1954. (Post not approved for pre-registration 

urposes 
e Applic rations should be forwarded to the Group Secretary, 
Romford Group Hospital Management Committee, Oldchurch 
Hospital, Romford. 


ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
Beds.) SENIOR HOUSE OFFICER required in the Depart- 
ment of Ophthalmology from 22nd September, 1954. 

_ Applications should be addressed immediately to the Group 

Secretary, Romford Group Hospital Management Committee, 
Oide hureh Hospital, Romford. 
ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
Beds.) SENIOR HOUSE OFFICER in Pathology required 
from end of September in this large general hospital con 
well-equipped laboratory where excellent opportunities e 
for gaining extensive experience. 

Applications ~—, ak sent immediately to Group Secretary, 
Romford Grou ital Management Committee, Oldchurch 
Hospital, Rom ~ 


ROMFORD, ESSEX. RUSH GREEN HOSPITAL. (301 
Beds.) RESIDENT HOUSE OFFICER (general surgery) 
required from Ist Capea 1954. Post is recognised for pre- 
registration purposes and for F.R.C. 

Applications should be forwarded. oo tad to Medical 
Superintendent stating also names of 2 referees. 
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MFORD. GREEN HOSPITAL. (301 Beds.) 
RESIDENT SENIOR HOUSE SURGEON required from 
Ist October, 1954. Recognised for F.R.C.S. 


Applications should be forwarded immediately to Medical 


Superintendent, stating also names of 2 referees. 


SALISBURY GENERAL HOUSE. SURCEO 


HOSPITAL MANAGEMENT COMMITTEE 
the Orthopedic Department. ppointment, which 
6 months, becomes vacant on Mth : September, 1954. 
Applications, stating age, nationality, and naming 2 referees, 
sho Sedan submitted to the Group Secretary, Odstock Hospital, 
ury 


SCOTLAND. NORTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited for the appointment of 
SENIOR REGISTRAR in Otolaryngology. Duties are mainly 
in hospitals situated in Aberdeen but the Officer appointed 
may be required to visit other hospitals in the Region. Candi- 
dates should have considerable experience in their specialty 
and preferably hold an appropriate higher qualification. The 
terms and conditions of service for hospital medical and dental 
staffs under the National Health Service (Scotland) Act will 
apply to the post. 

Applications, together with the names and addresses of 
2 re ee, — be submitted by 18th September, 1954, to the 
Secretar Queen’s-gardens, Aberdeen, from whom further 
partic be obtained. 
SCOTLAND. NORTHERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the whole-time non-resident 
post of SURGICAL REGISTRAR to the Inverness Hospitals. 

Further particudars and application schedules can be obtained 
from the undersigned, with whom applications should be lodged 
by 4th September, 1954. 

A. M. FRASER 


Secretary and Medical Officer. 
Office of the Northern Regional Hospital Board, 
Raigmore, Inverness. 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited for the appointment of 
SENIOR REGISTRAR in Obstetrics and pe ae ology in the 
rofessorial charge at the Royal Infirmary of Edinburgh, and 
he Simpson Memorial Maternity Pavilion, Edinburgh. The 
post is superannuable, and the conditions of service are in 
accordance with the regulations. 
Applications, giving particulars of age, qualifications and 
previous experience, together with the names of 3 referees, 
should be submitted to the Secre , South-Eastern Regional 
ospital Board, Scotland, 11, Drumsheugh-gardens, Edinburgh, 
3, by llth September, 1954. 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited for the appointment of 
REGISTRAR in Psychiatry at the — Edinburgh Hospital 
for Mental and Nervous Disorders. ne pave is superannuable 
and the conditions of service are in ! lance with the regula- 
ns. 


giving articulars of age, previous experience 
ae ualifications, together with the names of 2 referees, should 
submitted to the Sec South-Eastern Regional 
Board, Drumsheugh-gardens, Edinburgh, 3, 
SCOTLAND. REGIONAL HOSPITAL 
BOARD. Applications are invited for the appointment of 
SENIOR REGISTRAR in Bacteriology based at the Victoria 
Infirmary, Glasgow, with duties in Ayrshire, and elsewhere 
within the Region as may be required, which will be for 1 year 
in the first instance. This appointment. is subject to the National 
Health Service (Scotland) superannuation regulations. 
Applications (12 copies), stating date of birth, qualifications, 
experience, present appointment, and the —_— of 3 referees, 
reach the Secretary, Western Regional Hospital punt, 
64, West Regent-street, Glasgow, by 8th h September, 1954 


SOUTHAMPTON CHILDREN’S HOSPITAL. (Recog- 
nised by Conjoint Board for D.C.H.) HOUSE OFFICE 
required. Salary, &c., as nationally advocated. 

Applications, with copies of testimonials, should be submitted 
immediately to the Secretary, Southampton Group Hospital 
Management Committee, Bullar-street, Southampton. 
SOUTHAMPTON EYE HOSPITAL. (32 Beds. Recog- 
nised for the D.O.M.S.) RESIDENT SENIOR HOUS 
OFFICER required from mid-September, 1954. Salary £745 p.a. 

— with copies of testimonials, should be forwarded 

soon as possible to the Secre 3 Southampton Group 
Hospital Management Committee, Bullar-street, Southampton. 
SHEFFIELD. THE UNITED HOSPITALS. 
Applications invited for the 

(a) NON-RESIDENT SENIOR ECISTRAR in General 
Surgery. The appointment is for 1 year in the first instance 
and will be reviewed annually. It has been agreed in principle 
between the Board of Governors of The United Sheffield Hos- 
ek and The Sheffield Regional Hospital Board that the 

appointment, if extended to the full period of 4 years, will be 
divided, if circumstances permit, between The United Sheffield 
Hospitals and a hospital in the Region 

Closing date for applications 8th Beptember, 1954. 

(b) Jessop Hospital for Women 

RESIDENT REGISTRAR or SENIOR HOUSE OFFICER 
in the Pediatric Department of the above Hospital. Grade 
according to and experience. The post is 
with the De ent of Child Health in the University of 
— and it is possible that there may be an interc 
with th "3-4 at the Children’s Hospital. The successful 
candidate ma pes to attend 1 catpationt session per 
week at the ildren 8 Hospital. 


Closing date for applications 25th A ee 
Applications for the above posts - oe 
cations and experience, with the names of : 3 Seren a sent 
the Chief Administrative The United” Shethela 
Hospitals, West-street, Sheffield, 


SHEFFIELD. CITY GENERAL HOSPITAL. Apetee- 

tions are invited for the resident appointment of OUSE 

SURGEON (general surgery). Recognised pre- registration post, 

vacant now. 

Applications, giving full details of age, nationality, qualifica- 
tions, present and previous appointments if any, and the names 
of 2 persons to whom reference can be made, should be forwarded 
to W. STANSFIELD at Nether Edge Hospital, Sheffield, 11. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Locum 
RESIDENT REGISTRAR (anesthetics) required from 20th 
September at the County Hospital, Lincoln, for 2 months. 
ee at rate of £16 per week with a deduction for 
residence 

Apply Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, naming 2 referees. 

SHOTLEY BRIDGE GENERAL HOSPITAL, Shotley 

BRIDGE, CO. DURHAM. (557 Beds.) NORTH WEST DURHAM 

HOSPITAL MANAGEMENT COMMITTEE. SENIOR HOUSE 
OFFICER (resident) in Plastic Surgery. 50-bed unit serving as 

a Regional Burns Centre. Previous experience in specialty not 

essential. The successful candidate will receive a thorough 

training in plastie surgery and burns. Range of work includes 
neoplasia, hand trauma and care of plastic cases. Salary £745 

Dp. ee less a deduction of £125 p.a. for board-residence, 

pplications, stating age, qualifications and experience, 
er with the names of 3 referees, should _be forwarded to 
the. Secretary, Shotley Bridge General Hospital, Shotley 

B +, Consett, Co. Durham. 

SHREWSBURY. ROYAL SALOP INFIRMARY Y AND 

COPTHORNE HOSPITAL, (500 Beds.) SHREWSBURY GROUP 15 

HOSPITAL MANAGEMENT COMMITTEE. GYNACOLOGICAL 

HOUSE SURGEON. 50 gynscological beds and 2 House 

Surgeons. Post recognised for M.R.C.G.G. Vacant 30th Sep- 

tember, 1954. 

Ap lications, with copy testimonials, to Group Secretary, 
Royal Salop_ Infirmary, pury. 

SHREWSBURY. EYE, R AND THROAT HOSPITAL. 
70 Beds.) SENIOR HOUSE OFFICER (ophthalmic)—Eye 
35*Beds. Post recognised for the D.O. 

lications with copy testimonials to Group Secretary, 

Roy al Salop Infirmary, Shrewsbury. 

SLOUGH, ‘BUCKINGHAMSHIRE. UPTON HOSPITAL. 

HOUSE OFFICER (casualty ) cae wr eo (1 of 2) for busy Casualty 

Department. Experience provided in orthopedic and plastic 


cases. 
Applications, stating age and qualifications, with 2 testimonials, 
SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
Locum HOUSE SURGEON required (pre-registration post) 
from 13th to 26th September. 

__ Application, with 2 testimonials, to Hospital Secretary. 
SOUTHEND GENERAL HOSPITAL. Applications are 
invited for the post of DEPUTY CASUALTY OFFERS 
(Senior House Officer grade) with duties in the Fracture and 
Orthopeedic Department. Post vacant 5th October, 1954. The 
post is recognised ae R.C.8 

Apo! ctating ual tember, 189 ona experience, to 
reach the undersigne m 


SOUTHEND GENERAL Senior House 
OFFICER required for Ophthalmic Department. Resident post 
now vacant. Department being enlarged by the addition of 
further beds. Good opportunities for gaining wide experience. 
Post recognised for the Bipioma in Ophthalmology. 

Applications, &c., to reach the undersigned as soon as possible. 

J. C. Secretary. 

SOUTH-WESTERN REGIONAL HOSPITAL BOARD. 
(Joint appointment with the United Bristol Hospitals.) Appli- 
cations are invited by the above Boards from registered medical 
ractitioners, for the joint appointment of REGISTRAR in 
ental Surgéry. The successful candidate will be appointed to 
work for 1 year in the first instance in the Maxillo-facial Unit 
* Ba gy Hospital and in the University of Bristol Dental 
ite e may also be required to perform duties in other 

hoopitals in the Teaching Hospital Group. 

Applications, stating date of birth, quelifications and experi- 
ence, together with the names and addresses of 2 referees, 
should be sent to the Secretary of the Regional Hospital Board, 
8 pean Park-road, Bristol, 8, not later than 28th August, 


STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. STOKE-ON-TRENT HOSPITAL MANAGEMENT 
COMMITTEE. Applications invited for HOUSE OFFICER 
surgery) vacant Hospital rec d for F.R.C.S. 

ations, and the post is seccgnieed f for experience during 
the pre-registration period. 

Apply, with copy testimonials, stating re and 
full details of previous service, to the Group retary, Hospital 
Management Committee, Princes-road, Stoke-on-Trent. f 
STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. (475 Beds.) STOKE-ON-TRENT HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited for the post 

~ m pei 

with testimonials, stating age, nationality 

APPIN’ a details of previous service, to the Group Secretary, 
Hospital Management Committee, Princes-road, Stoke-on- 
ren 


STOKE-ON-TRENT. NORTH 
ROYAL . STOKE-ON-TRENT HOSPITAL 

COMMITTE pplications invited for ‘SENIOR HOUSE 
OFFICER. Post recognised for F.R.C.S 

Apply, stating age and nationality, oe with details of 
a service, to the Group Secretary, Stoke-on-Trent 
— Management Committee, Princes-road, Stoke-on- 
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STOKE-ON-TRENT. NORTH STAFFORDSHIRE | STOCKPORT INFIRMARY, Stockport. (162 Beds.) 
a STOKE-ON-TRENT HOSPITAL MANAGEMENT | Applications are invited for the post of SENIOR HOUSE 


Applications invited for the pe of SENIOR HOUSE 
OFFICER (ophthalmology ). f-contained department. 
Recognised for F.R.C.S. and D.O 
Applications to the Hospital See retary. 
‘STOKE-ON-TRENT. 


CITY GENERAL HOSPITAL. 
STOKE-ON-TRENT HOSPITAL MANAGEMENT COM- 
T - Applications are invited for the post of HOUSE 
OF SPICE R Ate al)—2 posts vacant early September. Recog- 
nised for experience during pre- -registration period. 

Apply, with copy testimonials, stating age, nationality and 
full details of previous service, to the Group Secretary, Hospital 
Management Committee, Princes-road, Stoke-on-Trent. 
STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
(845 Beds. Recognised for D.A. and F.F.A.R.C.S.) STOKE-ON- 
TRENT HOSPITAL MANAGEMENT COMMITTEE. SENIOR HOUSE 
OFFICER in Anesthetics, vacant Ist October, 1954. Previous 
anesthetic experience desirable, but not essential. The — 
offers experience in anesthesia for all types of general surge 
thoracic and cardiac surgery, including an Obstetric Unit a 
60 Beds. Staff includes a Senior Registrar, who shares in 
emergency duties. 

Applications, with necessary details, and copy testimonials, 
to the Group Secretary, Stoke-on- Trent Hospital Management 
Committee, Princes-road, Stoke-on-Trent. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for a whole-timc appoint- 
ment as RESIDENT SURGICAL OFFICER to fill a vacancy in 
the approved establishment at the Hastings Group of hospitals. 
The salary will be £965 p.a. and the appointment will be in 
accordance with the terms and conditions of service of hospital 
medical and dental staffs (England and Wales), and will be for 
1 year in the first instance, renewable for a further year. 

Applications, giving ig rege of age, qualifications and 
experience with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
11, Portland-place, W.1, not later than 4th September, 1954. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an oo as 
Whole-time REGISTRAR in General Surgery to fill a vacancy 
in the approved ‘trainee establishment in the ten and 
Gravesend Group of hospitals. The appointment will be in 
accordance with the terms and conditions of service of hospital 
medical and dental staffs (England and Wales), and will be for 
1 year in the first instance. 

Applications, giving particulars of age, qualifications and 
experience with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
il, Portland - -place, W.1, not later than 4th September, 1954. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment as a 
Whole-time REGISTRAR in Psychiatry to fill a vacancy in the 
approved trainee establishment in the Darenth and Stone Group 
of hospitals for duty at Darenth Park, Dartford (for the training 
of mental defectives). Previous experience in general medicine 
is desirable. The appointment will be in accordance with the 
terms and conditions of service of hospital medical and dental 
= (England and Wales), and will be for 1 year in the first 
nstance. 

Applications, giving particulars of age, qualifications and 
experience with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Commnenee, South East Metropolitan Regional Hospital Board, 

, Portland- -place, W.1, not later than 4th September, 1954. 


SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Arena ations are invited for an appointment as 
Whole-time REGISTRAR in Psychiatry to fill a vacancy in 
i approved trainee establishment at the St. Francis and Lad 

Chichester Group of hospitals for duty at St. Francis Hospital, 
Haywards Heath, Sussex. Previous experience in general 
medicine is desirable. The appointment will be in accordance 
with the terms and conditions of service of hospital medical and 
dental staffs (England and Wales), and will be for 1 year ii) the 
first instance. 

Applications, giving particulars of age, qualifications and 
experience with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
11, Portland-place, W.1, not later than 4th Peptember. 1954 
SWINDON HOSPITAL GROUP. (536 Appl 
tions are invited for the appointment of HESIDENT CASUALTY 
OFFICER (Senior House Officer grade—£745 p.a.) at Great 
Western Hospital, Swindon. Post recognised by R.C.S. for 6 
months of year’s training under Fellowship regulations. Work of 
Accident and Orthopedic Department, associated with Wingfield - 
Morris Orthopedic Hospital, Oxford, includes large number of 
industrial injuries. Residential emoluments £145 p.a 

Full details, with copies of 3 recent testimonials, to Secretary, 

7, Okus-road, Swindon, as soon as possible. 
SWINDON AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE. VICTORIA HOSPITAL, SWINDON. Applications invited 
for post of RESIDENT SENIOR HOUSE OFFICER (anes- 
thetics) for the Swindon Hospitals. Post is recognised for the 
D.A. Approved salary, conditions, &c. 

_ Apply, with copies of 3 recent testimonials, to Secretary, 

, Okus-road, Swindon. 

STOCKPORT. STEPPING HILL HOSPITAL. (490 Beds.) 

Ape plications are invited for the post of SENIOR HOUSE 
OFPICER (Assistant Resident Surgical Officer). The post is 


recognised for the F.R.C.S. 
experience and qualifications, 


Applications, stating age, 
together with copies of 2 testimonials, to be addressed to the 
Secretary, Stockport and Buxton Hospital Management Com- 
mittee, 598, Shaw-heath, Stockport, Cheshire, immediately. 
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OFFICER (Resident Surgical Officer). 
for the F.R.C.S. 

stating age, qualifications, 
together with copies of 2 testimonials, dressed to the 
Secretary, Stockport and Buxton Hocpital Com- 
mittee, 598, Shaw-heath, Stockport. 


TAPLOW, near MAIDENHEAD. CANADIAN RED 
CROSS MEMORIAL HOSPITAL. HOUSE SURGEON required. 
Preference given to persons seeking pre-registration post under 
Medical Act, 1950. 
Applications, stating age 
with copies of 2 te testimonials, © Hospital Secretary. 


TAPLOW, near ‘MAIDENHEAD. CANADIAN RED 
CROSS MEMORIAL HOSPITAL. SENIOR HOUSE OFFICER to 
Department of Pathology required for 26th September. Post 
offers scope for participation in routine work of all sections of 
department and in research undertaken by Special Unit for 
Juvenile Rheumatism. 


The post is recognised 


ualifications with dates, together 


Applications, giving age, qualifications and 
together with copies of 3 recent testimonials, Lospital 
TORQUAY. | “TORBAY HOSPITAL. Torqu uay “District 


HOSPITAL MANAGEMENT COMMITTEE. RESIDENT SENIOR 
HOUSE OFFICER (surgery) required for mid-September, 
1954. Post recognised for F.R.C.S. There is a complement of 
5 Resident House Officers 

Applications, stating qualifications, natipnality, age, with 
copy testimonials (and quoting Ref. F.955/45) to Group 
Secretary, Torquay District Hospital Management Committee, 
62/64, East-street, Newton Abbot, 8. Devon. 


WARRINGTON INFIRMARY. (172 Beds.) ) Applications 
are invited for a vacancy at the above Hospital for a RESIDE 
HOUSE SURGEON (Male or Female); recognised for pre- 
registration. Salary will be £425-£525 p.a., less a deduction of 
£125 for full residential emoluments. 

Applications should be sent to— 

L. Boot, Group Secretary, 
Warrington and District Hospital Committee. 
c/o General Hospital, Warrington, Lancs. 


WARWICK HOSPITAL. (264 Beds.) Resident Peediatric 
HOUSE OFFICER (Male or Female) required. Post vacant 
15th September. 30-Bedded Pediatric Unit. The post is recog- 
nised for D.C.H. and pre-registration purposes. 
Applications, with 2 recent testimonials, to the Medical 
Superintendent, Warwick Hospital, 91, Lakin- road, Warwick. 


WARWICK HOSPITAL. (264 Beds.) Resident Ortho- 
PADIC HOUSE OFFICER (Male or Female) required. Post 
vacant 13th September. Well-equipped Orthopeedic and Fracture 
Unit of 52 Beds. 

Applications, with 2 recent testimonials, to the Medical 
Superintendent, Warwick Hospital, 91, Lakin-road, Warwick. 


WARWICK (near). KING EDWARD Vil! MEMORIAL 
SANATORIUM, HERTFORD HILL, near WARWICK. (Diseas 
Chest—225 Beds.) JUNIOR HOSPITAL MEDICAL OFFICER 
in Thoracic Surgery. Experience in speciaity not essential. This 
post will be for 1 year in the first instance but would then be 
capable of renewal. A new Thoracic Surgical Unit will be opened 
at the Hospital in September, and excellent opportunities in 
general training in all aspects of thoracic surgery will be provided. 
The successful candidate will be required to be resident. 

Applications to Group Secretary, 87, Radford read, Leam- 
ington Spa, as soon as possible. — 


WATFORD MATERNITY HOSPITAL, King-street, 
WATFORD. (58 Beds.) A »plications are invited for the resident 
In of SENIOR OBSTETRICS OFFICER for duties commenc- 
ng about the middle of September or soon after. Salary £745 p.a. 
less £155 p.a. for residential emoluments. Hospital recognised 
for M.R.C.0.G. examination, 

Applications, giving full details of age, nationali-y, es 
tions, present and previous appointments with date: , and copies 
of 3 testimonials, should be sent to the Hospital Secretary 
within 7 days of the appearance of this advertisemer t. 


WELSH REGIONAL HOSPITAL BOARD. 
REGISTRAR (anesthetics), Caernarvon and Anglesey 
General Hospital, Bangor. (Non-resident.) 
REGISTRAR (general surgery), Royal Gwent Hospital, 
(259 Beds). (Non-resident. ) 

SGISTRAR (general surgery), East Glamorgan Hospital, 
Church Village, near Pontypridd, may also be expected to serve 
other hospitals within the Group. House available. 

REGISTRAR (general surgery), Pembroke County War 
Memorial Hospital, Haverfordwest. (Resident or non-resident. ) 

REGISTRAR (general surgery), Caernarvon and Anglesey 
Hospital, angor. (Non-resident, ) 

REGISTRAR (orthopedics), Wrexham Hospitals. (Resident 
or non-resident. 

Subject to review end of first year. 

Forms of application from Senior Administrative Medical 
Officer, ‘Temple of Peace, Cathays Park, Cardiff, within 14 days. 


WELSH REGIONAL HOSPITAL BOARD. Senior Regis- 
TRAR (E.N.T. surgery), Swansea General Hospital, Swansea 
(403 Beds). 2 years in first instance, with a possible extension 
at the end of that time. Hospital recognised for F.R.C.S. and 
D.L.O. (Non-resident. ) 

Forms of application from Senior Administrative Medical 
Officer, Temple of Peace, Cathays Park, Cardiff, within 14 days. 


WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. (311 Beds.) HOUSE OFFICER (anesthetics) vacant 
Ist September. The Hospital is recognised for the F.F.A.R.C.S. 


and D.A. 
Applications, with copies of 2 testimonials, to the Secretary. 
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WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. (311 Beds.) SENIOR HOUSE OFFICER (orthopedics) 
required. Post sed F.R.C.S. Wide experience available 
under Area Orthopedic team. Appointment for 6 months in 
first instance. Vacant 25th September. 

Annlications. with conies of 2 testimonials, to the Secretary. 
WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. (311 Beds.) SENIOR HOUSE OFFICER in the 
Pathological Department, vacant ist October. Preferably 
resident. Duties will include training in the various branches 
of clinical pathology, especially hematology. Previous experience 
in clinical pathology desirable, but not essential. 

og eet ons. with copies of 2 testimonials, to the Secretary. 

TON-SUPER-MARE GENERAL HOSPITAL. 
CASUALTY OFFICER (Senior House Officer grade) required 
for the above Hospital. Entirely new Casualty Department just 
completed. An po seygred flat is available for a married man. 

stating ualifications and experience, 
together with the names po “addresses of 2 referees, should be 
addressed 


to the Group Secretary, Weston-super-Mare Hospital 
Management Committee. 


WELLINGBOROUGH. PARK HOSPITAL. (201 Beds.) 
KETTERING AND DISTRICT HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited from registered medical practitioners for 
the post of SENIOR HOUSE OFFICER to the Geriatric Unit 
of 40 Beds, at present non-resident, and vacant now. The unit 
is in close association with a similar larger unit at Kettering. 
Applications, stating -_ nationality, qualifications and past 
experience, should be sent to the Group Secretary, General 
Hospital, Kettering. 


WEST CORNWALL CLINICAL AREA. The Board of 
GOVERNORS OF THE UNITED BRISTOL HOSPITALS AND THE SOUTH- 
WESTERN REGIONAL eaneree® BOARD. Applications are invited 
by the above Boards from registered medical practitioners for 
the joint appointment of REGISTRAR in Orthopedic 
Traumatic Surgery. The appointment will be held for 1 = 
in the first instance, and be renewable for a further year. 
successful candidate will be appointed to work (Ry the first 
year mainly at the Royal Cornwall Infirmary, Truro, but 74 
also be required to undertake sessions in Tiber hospitals in 


the Area. 
Applications, stating date of birth cueieemate and experi- 
ence, together with the names and ad dresses of 2 referees, 
should be sent to the Secretary 0’ + aoe Hospital Board. 
Park-road, Bristol, later than 28th August, 


_ CORNWALL CLINICAL AREA. The Board of 
Governors of the UNITED BRISTOL HOSPITALS AND THE SOUTH- 
WESTERN REGIONAL HOSPITAL BOARD. Applications are invited 
by the above Boards from registered medical practitioners for 
the joint appointment of REGISTRAR in General Medicine. 
The appointment will be held for 1 year in the first instance, 
and be renewable for a further year. The successful candidate 
will work at the Royal Cornwall Infirmary, Truro, and in the 
Geriatric Unit at Barncoose Hospital, Redruth, and at other 
hospitals in the Area as circumstances require. He will also 
have opportunities for undertaking pace in association with 
1 of the Consultant Physicians. 

Applications, stating date of birth, qualifications and experi- 
ence, together with the names and addresses of 2 referees, 
should be sent to the Secretary < the Regional Hospital Board, 
| vaca Park-road, Bristol, 8, not later than 28th August, 


WEST DORSET ——— HOSPITAL MANAGEMENT 
COMMITTEE. S80UTH METROPOLITAN REGIONAL HOSPITAL 
BOARD. OBSTETRICAL, AND GYNACOLOGICAL REGIS- 
TRAR (Registrar grade) required. Duties mainly at Portwey 
Hospital, Weymouth (42 obstetrical and 26 gynecological 

ds), recognised for the M.R.C.O.G. Single accommodation 
available at the rate of £160 p.a., otherwise must be resident in 
Weymouth area. 

Application form, which should be returned duly completed 
by 4th September, 1954, from Group Secretary, West Dorset 
Group Hospital Management Committee, Damers-road, Dor- 
chester, Dorset. 
WOLVERHAMPTON GROUP. 

The Royal Hospital, Wolverhampton (an Associated 

Hospital of the University of Birmingham Medical School) 

- SENIOR HOUSE OFFICER (Anesthetist). Appointment 
recognised for D.A. and F.F.A.R.C.S. Vacant 10th September. 

HOUSE OFFICER at Department), vacant now. 

Applications, with copies of 3 recent testimonials to be sent 
to Group Secretary, The Royal Hospital, Wolverhampton. 


WICKFORD (near), ESSEX. RUNWELL HOSPITAL. 
(1032 Beds.) Locum Tenens for SENIOR HOUSE OFFICER 
(Male or Female) required to lst November, 1954, at least, for 
1 of the Consultant’s Divisions and to assist in outpatient work. 
Salary £745 ; residential charge £180. 

Applications, with references, to the Secretary. 


YORKSHIRE. EAST RIDING HOSPITAL MANAGE- 
MENT CO 


MMITTE 
East jRiding General Hospital, Driffield, E. Yorks 


(269 Beds) 

(a) HOUSE SURGEON (first, second, or third post), vacant 
now. pomseses | pees registration post. General surgical duties. 
Rec d for F.R.C.S. 

roadgate "(Mental) Hospital, Beverley, E. Yorks 
650 Beds) 


( 

(6b) SENIOR HOUSE PHYSICIAN, vacant end of August. 

(c) HOUSE PHYSICIAN (first, second, or third post), 
vacant now. 

Salary for (a) and (c) is £425-£525, and for (b) is £745. Fully 
qualified practitioners may apply for the pre-registration post. 

Detailed — to Group Secretary, Westwood Hospital, 
Beverley, Yor 


CANADA. ST. MARY’S HOSPITAL, Montreal, Canada. 
A few outstanding opportunities still available in ROTATING 
INTERNESHIPS—Medicine, Surgery, Obstetrics, choice of 
Emergency, Anrsthesia or Laboratory. Hospital located in 
Medical Centre with attractive stipend. (250 Beds. 

Reply, giving full details to Administrator, St. Mary’s Hos- 
pital, 3830. Lacombe-avenue, Montreal, P.Q., Canada. 
MICHIGAN, U.S.A. OAKWOOD HOSPITAL, Dearborn 
MICHIGAN. a. are invited for 1 or 2-year seman 
Practice RESIDENCY in new 230-Bed general hospital 10 miles 
from Detroit. Excellent facilities. Hospital approved for 
exchange-visitor programme. Salary begins at $275 per month. 

Apply : Director. 


NEW YORK. ALBANY HOSPITAL, Aibany, New York 
U.8.A. NEUROLOGY RESIDENCIES availab e in 700-Bed, 
university -teaching, hospital. Salary range $1620-— 
$2220 annually, plus ndry, uniforms and room. 

Address inquiries to Medical Director. 

NEw YORK. ALBANY HOSPITAL, “Albany, New York, 

u.8.A. INTERNSHIPS and RESIDENCIES available in 700- 
Bed general, private tae | Hospital, directly connected with 
Albany Medical College. Approved for all major specialties. 
Participating in exchange-visitor programme. Salary range 
$1320-$2220 annually in addition Po laundry, uniforms and 
room. All appointments begin Ist July, 1955. 

For further information apply to edical Director. 
NEW YORK. ALBANY HOSPITAL, Albany, New York 
U.s.A4. PSYCHIATRY RESIDENCIES available in 700-Bed, 
university-teaching, general hospital, with 60-Bed acute treat- 
Psychiatric Unit fully approved for 3 years training. 

includes dynamically-oriented psychotherapy with 
children and adults, shock therapies and neurologic training. 
Salary range $1620-$4000 annually plus laundry, uniforms and 
room. 

Address inquiries to Medical Director. 


Public Appointments 


AUSTRALIA. MENTAL HYGIENE AUTHORITY 
(VICTORIA). Vacancies for Medical staff. Applications, addressed 
to the Chairman, Mental Hygiene Authority, 300, Queen- 
street, Melbourne, ©.1, are invited for the undermentioned 
positions. Statement setting out experience, Pes pone 
date of birth and copies of 2 recent testimonials, should accom- 
pany the application. 

PSYCHIATRIST (3 vacancies). 

SENIOR MEDICAL OFFICER (5 vacancies). 


+» MEDICAL OFFICERS (12 vacancies). 


alary P.A. (gross)—Minimum £2190; maximum £2340. 
Annual increments : 1 each of £100 and £50. 
Senior Medical Officer— 
Minimum (gross) £1890 ; — (gross) £2090. Annual 
increments : 2 each of £10: 
Medical Officer— 
Minivoum (grosg) £1515 ; maximum (gross) £1665. Annual 
increments : "3 each of £50. 
ifications : 
All ap pointees must be qualified for registration by the 
Medical "Board of Victoria. 


iatrist 

ossession of a D.P.M. or other appropriate higher qualifica- 
tion, together with 3 years subsequent agg og Be in the full- 
time practice of psychiatry or possession of a D.P.M. plus M.D. 
or M.R.C.P., together with 2 years" full-time subsequent practice 
of psychiatry. 

Senior Medical Officer : 

Possession of a D.P.M. or other appropriate higher qualifica- 
tion with at least 3 years total experience in psychiatry. 

edical Offices : 

Preference will be given to Medical graduates with 12 months 
experience in a general hospital. 

ostgraduate Training : 

Every encourage ment. is given to Medical Officers to acquire 
the D. P. M. or higher qualifications after appointment. Facilities 
to attend lectures are arranged, and University fees for D.P.M. 
for permanent officers are refunded after candidate has sat 
for examinations provided that he or she signs an agreement 
to remain in the Department for at least 2 years after pe 
the additional qualification which entitles the holder to an 
additional allowance of £100 p.a. 

Information regarding residencies, transport expenses, super- 
annuation and long service leave, &c., can be obtained upon 

plication to the Agent-General for Victoria, Victoria House, 
place, Strand, London, W.C.2. 


DUBLIN. LOCAL APPOINTMENTS COMMISSION. 


“Medical position vacant. Roscommon COUNTY MEDICAL 


OFFICER. Salary £1515-£1725. 

Application forms and particulars from the Secretary, 
45, to pper O’Connell-street, Dublin. Latest time for receiving 
completed application forms 5 P.M. on 3ist August, 1954. 


DURHAM. COUNTY COUNCIL OF DURHAM. Health 
DEPARTMENT. age are invited from registered medical 

ractitioners for the post of ASSISTANT 

ATERNIT' AND Ww ELFARE MEDICAL OFFICER 
at a commencing £950 p.a., rising by annual increments 
of £50 to £1300 p.a oreltinn expenses will be paid in accord- 
ance with a scale a pproved by the Whitley Council. Canvassing 
directly or indirectly will disqualify. 

The appointment is subject to certain conditions, particulars 
of which may be obtained go the County Medical Officer of 
Health, Shire Hall, Durham, to whom applications, together 
with the names of not more than 3 referees, should be sent 
not later than Monday, 6th September, 1954. 

. K. Hops, Lrg of the County Council. 
Shire Hall, Durham, August, 1 
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BRADFORD. CITY OF BRADFORD. Health Department. NORTHAMPTON COUNTY BOROUGH. Health 
Applications are invited from duly qualified medical practi- | DEPARTMENT. ASSISTANT MEDICAL OFFICER OF HEALTH 
tioners for the yay post of SENIOR ASSISTANT | AND SCHOOL MEDICAL OFFICER. Salary £950-—£50-£1300. 
MEDICAL OFFICER for Maternity and Child Welfare. The Particulars of the above appointment and forms of application, 


person appointed will be responsible to the Medical Officer of 
ealth for the running of the Maternity and Child Welfare 
Service and such other duties as may f time be 
determined. D.P.H. or D.C.H. 
qualification. Salary scale £1250-£50-£1650 and conditions of 
service in accordance with the Awards of the ae on 
for Health Services (Great Britain) Medical Council 
appointment is terminable by 3 months notice on either a 
orms of application may be obtained from the Medical 
LS penn of Health, Town Hall, Bradford, 1, and should be returned 
to the undersigned within 14 days of the appearance of t 
advertisement. W. H. LEATHEM, Town Clerk. 
Town Hall, Bradford, 1, 27th July, 1954. 


DUNDEE. CORPORATION OF DUNDEE. Assistant 
MEDICAL OFFICER, Maternal and Child Welfare Service. 
Applications are invited from duly qualified medical practitioners 
not exceeding 45 years of age, for the above post. Applicants 
should possess the D.P.H. or D.C.H. Salary in accordance 
with national scale. The appointment is superannuable and the 
successful applicant will require to pass satisfactorily a medical 
examination. The Corporation reserve the right to terminate 
the appointment on marriage. 

es. in writing, stating age, qualifications and 
experience, along with the names and addresses of 3 referees, 
or be lodged with the Subscriber on or before 2nd September, 


Othiy Chambers, Dundee. _ ROBERT LYLE, Town Clerk. 
FACTORY DOCTORS. Factories Acts, 1937 and 1948. 
The following appointment as Appointed Factory Doctor is 
vacant. Apply to Chief Inspector of Factories, 8, St. James’s- 


square, London, 8.W.1. 
Latest date for receipt 
of applications 
STAFFORD 4TH SEPTEMBER, 1954 _ 
LANCASHIRE COUNTY COUNCIL. Registered medical 
ractitioners required for  popointmnns of ASSISTANT DIVI- 
IONAL MEDICAL OFF in areas adjacent to Bolton, 
Bury, Burnley, Leigh and Preston. Possession of D.P.H. 
desirable. Salary £950-£1300 p.a. Travelling and subsistence 
allowances where applicable. osts superannuable and subject 
to medical examination. 

Application forms and further particulars from County 
Medical Officer of Health, East Cliff County Offices, Presto: 
MANCHESTER. CITY OF MANCHESTER EDUCATION 
COMMITTEE. DEPUTY SENIOR MEDICAL OFFICER. 
Applications are invited for 2 posts as above in the School 
Health Service. The duties include administration and the 
ascertainment of handicapped pupils. Salary £1150 rising by 
ommend oa rements of £50 to £1400 p.a. Previous experience is 
essentia 

Application form and particulars obtainable (stamped 
addressed foolscap envelope) from Chief Education Officer, 
Education Offices. Deansgate, Manchester, 3 (P.O. Box 480). 
To be returned to Town Clerk, Town Hall, Manchester, 2, by 


7th September, 1954. Envelope to be endorsed Medical Officer 
(School Health). 


MINISTRY OF SUPPLY. A vacancy exists for a Part- 
time MEDICAL OFFICER at the Royal Ordnance Factory, 
Beardmore-street, Dalmuir, near Glasgow, and applications are 
invited from qualified and registered medical practitioners 
Attendance will be required on 4 or 5 days each week for 1- 2 
hours, and occasionally in emergency. Payment for 
will be made on: the following sessional basis : Up to hour 
£1; 1 hour £1 10s, ; 1¢ hours £1 15s. ; 24 hours £2 5s. ; over 
2 hours £2 15s. Additional payment is made for other day and 
night visits and surgery attendance. 

Applications, by letter, stating age, sex, qualifications and 
experience, should be addressed to the Establishment Officer, 
Ministry ot Supply, Est. 1.D.2., Room 220, Carlton Hotel, 


District 
HEDNESFORD 


County 


Haymarket, London, 8. W.1, to arrive not later than 4th 
YORKSHIRE. OF THE. weet 


RIDING OF YORKSHIRE. Joint op »ointment of SENIOR 
ASSISTANT COUNTY 1 MEDICAL GFFICER AND SCHOOL 
MEDICAL OFFICER to the Colne Valley, Denby Dale, Holm- 
firth, Kirkburton, Meltham and Saddleworth Urban District 
Councils and the West Riding County Council. Applications 
are invited from registered medical practitioners, Men or Women 
for the above post. The Senior Assistant Count 4 Medical Officer 
and School Medical Officer will be on the staff of the County 
Medical Officer’s Department but will work under the adminis- 
trative direction of the Divisional 
Medical Officer of Health, who is responsible for the day to day 
administration of practically all public health matters in the 
Division, and the post is suitable for Medical Officers who hold 
the D.P.H. and wish to obtain further ex ee in the field 
ublic health. The duties of the office will be mainly clinical 
he School Health and Infant Welfare Services, but in addi: 

tion to these duties the person appointed will be required to 
for the Divisional Medical Officer. and Medical Officer of Health 

his absence. The scale of salary is at present £1050 p.a., 

reine V7 annual increments of £50 to £1400 p.a. Travelling and 
subsistence allowances according to the County Council's 
acale are payable in addition to aslary. Be post is superannuable 
and the successful applicant will be to pass a medical 
examination as to pbysical fitness. 

Forms of application can be obtained from the undersigned 
to ee they oe be returned not later than 4 


Medical Officer and the: 


to be returned sf 4th September, may be obtained from the 
Medical Officer of Health, 7a, St. Giles’-square, Northampton. 
Vivian Rowe, Town Clerk. 


Miscellaneous 

To non-professional posts the Notification of Vacancies Order 1952 applies. 
Medical Officer required by Falkland Islands Dependencies 
oer for tour of 18 or 30 movths service in Antarctic Bases 
and R.R.S. ‘‘ John Biscoe”’ leaving U.K. October, 1954. Salary 
£625 a year. Free passages, quarters, messing and canteen 
stores. Liberal leave ed full aainar. Candidates must possess 
qualifications registrable in the United Kingdom.—Write 
to the Crown Agents, 4, Millbank, London, S.W.1. State age, 
name in block letters, ‘full qualifications and experience and 
quote M3A/34383/LD. 


Medical Officers required for Rhokana Corporation Mine 
Medical Service at Kitwe, Northern Rhodesia. There are 2 
vacancies for Medical Officers with advanced qualifications in 
medicine or surgery who have had experience as Registrars. 
They will work under the Chief Medical Officer in association 
with the Physician and Surgeon already ampeaye ay the 
Corporation. Their duties will include the care of patients in the 
Corporation’s hospitals under the direction of the above 
specialists, the holding of clinics and some general practice. 
1 of them should hold an extra qualification or have special 
experience in obstetrics and may required to take charge 
of the midwifery carried out in the hospitals. The Corporation 
employs 10 medical practitioners inclusive of the above- 
mentioned. Candidates are required to submit 3 recent testi- 
monials and the names of 2 medical referees. Salary is at the 
rate of £1700 p.a., part of which is deemed to be in lieu of private 
ractice. A modern house of ‘ig type will be available 
mmediately at a nominal rental ter is free and the charges 
for light are low. A motor-car is provided free for use within 
the Corporation’s area. There is a contributory pension scheme 
and a bonus is payable which varies with the profits made and 
is at present in the vicinity of 60% of salary; it is paid in part 
at Christmas, on going on leave and in cash and a portion 
deposited as compulsory savings withdrawable only on termina- 
tion of service. Leave at the rate of 51 days p.a., accumulative 
=p to a maximum of 153 days. The Corporation pays A. cost 
f ily. outward passage of successful applicants and wife and 
am 
Appitcation forms, which must be returned not later than 
15th September, can obtained from RHOKANA CORPORATION 
Lieven 11, Old Jewry, London, E.C.2. 
Assistant Medical Officer required by Briggs Motor 
Bodies Ltd., Dagenham, Essex. Salary according to experience 
will be not less than £1200 and subject to periodic review.— 
Applications, giving age, education and qualifications, should 
be sent to the Principal Medical Officer. 
Well-known medical abstracting service in Holland 
requires Resident Supervisor of the English language, owing to 
impending emigration of present supervisor, after 5 years with 
the firm. Position (permanent after probationary period) is 
open to any candidate generally suitable, but especially so for 
an elderly medical man with a literary b bent, a good command 
Fo medical terminology, a working knowledge of European 
languages. War disability no obstacle ; owing to educational 
difficulties, 8 young family is. Salary approximately £800-£1200 
hed flat of retiring supervisor probably available, 
He a ve reasonable rent. The cost-of-liv compares m 
favourably with that in England.—Please apply to Board — 
Chief-Editors, Excerpra Mrepica, Kalverstraat 111, Amsterdam. 
Applications are invited from registered medical practi- 
tioners for an appointment in the Medical Department of Boots 
Pure Drug std. The main duties are the Anitiation and 
follow-up of Clinical trials in this country and ly 
abroad on medical products which are being developed = the 
Company’s Research Department. The duties wil include the 
supervision and preparation of medica) literature and the 
answering of queries on medica) products received fro.n Clinicians. 
This appointment will appeal to practitioners wh) have had 
several years clinical copeuence and are prepared to travel 
when necessary. The position offers excellent scope fer advance- 
ment ; starting salary not Jess than £1500 p.a., according to 
experienc e.—Applications should be sent to the Head of the 
Medical Department, Boots Pure Co. Station-street, 
Advertiser wishes to hear of Mental home under 
Christian influence where man requiring supervision could be 
accommodated.—Address, No. "ead 'HE LANCET Office, 7, Adam- 
street, Adelphi, Lo ndon,W.C.2 
“ Pregnancy Diagnosis by the Xenopus Method,” 24-hour 


service, Send specimen of urine and £1 1s. fee. Heematology, 
Biochemistry, Flame Photometry.—WELBECK BIOLOGICAL 
LABORATORIES, 26, Park-crescent, Portland-place, W.1 


(MUSeum 5386-7). 


Applicants for posts requiring testimonials copied or 


duplicated should communicate with MANTON SECRETARIAL 
SERVICE, LTD., 98, Victoria-street, S.W.1 (Phone: ViCtoria 
0141), who are specialists in this kind of work. 

The British Journal of Medical Hypnotism. Gaarterty. 
&1 1s. p.a.— Orders to the Publishers, 4, ¥ic toria-terrace, Hove, 
Sussex. 

Microscopes. Highest prices paid for good modern types. 


Send or bring your equipment for valuation.—WaLLace HEATON 
Ltp., 127, New Bond-street, W.1. 


1924 Woop- WI11s0n, County Medical 
County Hall, Wakotleld, 


Medical books, old, rare, out of print. List SM/23 free on 
request.—G. WALFORD, 186, Upper-street, N.1. 
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In a wide 
range of 
common skin 


disorders 


‘Pragmatar'’ 


— the outstanding tar-sulphur-salicylic-ointment — is effective in many common 
skin disorders. The cetyl-alcohol-coal-tar distillate retains the therapeutic activity of 
crude coal-tar but is less likely to irritate and does not stain. 


The effectiveness of all the active components is enhanced by the special oil-in- 
water emulsion base. ‘Pragmatar’ is convenient to use on both glabrous and hairy 


surfaces, and is therefore particularly useful in the general care and hygiene of the 
seborrhoeic scalp. 


SEBORRHOEIG DERMATITIS - FUNGOUS INFECTIONS 
EGZEMATOUS ERUPTIONS - PSORIASIS 


the t hur-salicylic acid ointment. 
‘Pragmatar? 


Issued in 1-o0z. tubes. 
Formula : Cetyl-alcohol-coal-tar distillate 4°/, ; sulphur 3°/, ; Salicylic acid 3°/, ; 
in a washable base. 
For cost to N.H.S., please see M. & J. list of costs dated April 1954 


MENLEY & JAMES, LIMITED, COLDHARBOUR LANE, LONDON, S.E.5 


PRP24 for Smith Kline & French International Co., owner of the trade mark ‘Pragmatar’ 
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When Urolucosil is given to a patient with a 

B. coli infection of the urinary tract, he should be told to 
drink as little fluid as possible and in any case not more 
than three pints a day. With Urolucosil, increaseé 

fluid intake is not only unnecessary, but undesir 

able. The amount of sulphonamide present is 

rapidly excreted, almost entirely in an 

active non-acetylated form. 


ACTIVE CONSTITUENT: Sulphamethizole PACKING: 0.1G. tablets 
in bottles of 25 and 250. Price of 250 tablets to chemists is 21/8. 
S:1V. Poison. Purchase Tax exempt. 


No Warner preparation has ever been advertised to the public. 
WILLIAM R. WARNER & Co. Ltd., Power Road, Londen, W.4. 
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